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---'COLD” STERILIZATION 
WITH THE AMERICAN 


-THERM 


Climaxing more than eight years of intensive 
research and development by American 
Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 
of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 

to install, easy to operate, fast, safe and 

fully automatic, the Cry-O-Therm provides 
the first completely practical technique 

for hospital sterilization of heat- or moisture- 


sensitive items. 


Exclusive 


new gaseous sterilizing agent known as 
Cry-OXCIDE has been developed by 
Amsco. In convenient, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a low- 
pressure, non-flammable, non- | 


explosive mixture. 


AMERICAN 
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has ample capacity fe 


endoscopic instrument: 
automatic with full-load 
as fast as two hours. 


Write for bulletin SC-310. 
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and Dioceses in the United States. 


HOSPITAL CHAPLAINS’ CONFERENCE 


Rev. E. J. Bielskas, Chairman 
St. Mary’s Hospital, Grand Rapids, Mich. 
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(See Page 4) 


HOSPITAL PROGRESS 


| 
| 
; 
is 
> 
i 
3 
ib 
> 
x» 
6 


POWER 


FULL POWER POSITIONING 


CONTROLS 


FULL TIME MECHANICAL 


ine 


hampa 


JUNE, 1960 


| 
. i 
P 
j 
ae 4 
@ 
> 
3? 
‘ 
‘ 
‘ 
‘ ‘ 
‘ 
‘ 
: 
% we 5 CUMS 


TIME-TRIED 
 DIACK 
CONTROLS 


“Every Pack 
Deserves the Best 


Let time-tried Diacks 
prove the Test.” 


Go back to the first prin- 
ciples of cleanliness and 
sterility and you will con- 
trol the staph problem. 


SMITH & UNDERWOOD, Royal 


Oak, Michigan .... Sole manu- 
facturers of Diack Controls and 
Inform Controls 


Dependable Diacks— 
Since 1909 
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cNDAR 


OF EVENTS TO COME 


Maine Hospital Association, Samoset Hotel, Rockland, Me. ...... 7-8 
Connecticut Hospital Association, Connecticut Light and Power 

North Carolina Hospital Association, Fort Bragg, N.C. ......... 8-10 


American Medical Association, Miami Beach Hall, Miami Beach, 
13-17 


Michigan Hospital Association, Park Place Hotel, Traverse City, - 
19.21 


Mississippi Hospital Association, Hotel Buena Vista, Biloxi, Miss. 20-22 
St. Peter, the Apostle, Patron of Medical Record Librarians... .. . 29 


C.H.A. Nursing Service Administration Workshop (CE), St. pe 
Vincent's Hospital ( Nurses’ Residence) , Los Angeles, Calif... . 11-22 


St. Veronica, Patroness of Nurses and Nursing Services ........... 12 


St. Camillus of Lellis, Patron of Catholic Hospitals and the Sick, of 


ang Lay Nar 18 
St. Vincent de Paul, Patron of Charitable Societies ............... 19 
Comite des Hospitaux du Quebec, Provincial Exhibition Grounds, | 

Quebec Gity, Quebec, Canada ............. 27-29 
St. Martha, Patroness of and Dietary 29 


e * e e AUGUST 


American College of Hospital Administrators, Jack Tar Hotel, 
27-31 


American Hospital Association, Civic Auditorium, San Francisco, 


C.H.A. Summer Programs 
Introduction to Hospital Administration, St. Louis, Mo. .. June 13-July 1 
Financial Management-Basic Accounting, St. Louis, Mo. .. June 13-July 1 
Financial Management-Hosp. Accounting, St. Louis, Mo..... July 5-15 


Financial Management-Budgeting and Cost Finding, St. Louis, 
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The special indicator inks used in The distinctive markings on 'SCOTCH’’ BRAND 


“SCOTCH’’ BRAND Hospital AutoclaveTape | Autoclave Tape can be seen across the room. You 
cannot be accidentally activated by sunlight, can tell at a glance that your pack has been through 
radiator heat or a dry air pocket in a faulty the autoclave. '‘SCOTCH"’ BRAND sticks at a touch to 
autoclave. Only correct levels of heat and paper or linen packs. Seals securely, surely. Peels off 
moisture found in your autoclave can make clean without leaving sticky residue. And you can 
these unmistakable diagonal markings appear! write on it. | | 


Nothing on the outside of a bundle, of course, can guarantee sterility of the contents. 
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| NURSING NEWS & NOTES | 


Project HOPE to be 
Launched in July 


Mrs. Mary Louise Streicher, a 1958 

graduate with a master’s degree in 
nursing education from DePaul Uni- 
versity, will serve as chief nurse dur- 
ing a year-long voyage of Project 
HOPE. The project, which will send 
a completely equipped hospital ship to 
southeast Asia, is an effort to bring 
advanced training to the health pro- 
fession of that area. 
_ Mrs. Streicher will be part of a 
permanent staff aboard the ship that 
will be made up of 15 physicians, two 
dentists, 20 nurses and about 20 aux- 
iliary personnel. About 35 physicians 
also will be flown to the ship every 
four months on a rotating basis. The 
additional members of the staff will 
be chosen within a short time from 
the 700 nurses and auxiliary personnel 
and the 300 physicians who have vol- 
unteered for the voyage. 

Sponsoring the voyage is the People- 
to-People Health Foundation, Inc., a 
private, non-profit corporation. The 
three and one half million dollars 
needed to operate the ship for 12 
months currently is being raised 


through voluntary contributions by in- 


dividuals, corporations, businesses, 
labor unions and other groups. 


Adopt Two-Year, 
One-Year Plan 


The St. Elizabeth School of Nurs- 
ing of St. Joseph’s Hospital, Sudbury, 
Ontario, Canada, has received official 
permission from the Council of Nurs- 
ing of Ontario, the advisory committee 


on nursing to the Minister of Health, 


to change its school program to the 
“two-year, one-year” plan. Beginning 
with the class entering in September, 
1960, the majority of the theory will 
be given in the first two years of the 
course. The final year will be an in- 
tern year and will consist of more con- 
centrated practice. These nurse-interns, 
however, will still be under the con- 
trol of the School of Nursing. They 
will be paid a generous stipend which 
will relieve the financial burden to 
their parents and guide them in the 
budgeting of their money in prepara- 
tion for graduation. Six other schools 


‘in the Province of Ontario have been 


approved for this “two-year, one-year” 
plan including one Catholic school, 
St. Joseph’s in Toronto. 


Oak Park Hospital 
School of Nursing 


Ground breaking ceremonies were 


MRS. MARY LOUISE STREICHER (right), chief nurse for Project HOPE hospital ship, shows 
a model of the vessel to Mrs. Florence Finette, nursing department chairman at DePaul Uni- 


versity in Chicago. 
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by MARGARET FOLEY 


held recently for the new $2,055,000 


, addition to the Oak Park Hospital 


School of Nursing, Oak Park, Ill. 

Equipment and furnishings are ex- 
pected to add more than $200,000 to 
the total cost of the project. Construc- 
tion funds in the amount of $315,000 
were received from the federal Hill- 
Burton hospital construction program. 
The balance of the cost is being under- 
written by the Sisters of Misericorde 
with some assistance from the Hos- 
pital’s Women’s Auxiliary, friends and 
benefactors. 

When completed, the new addition 
will provide private room accommoda- 
tions for an additional 72 student 
nurses which will bring maximum en- 
rollment of the school to 110-115 stu- 
dents. Besides class rooms, laboratory 
facilities and student rooms, the addi- 
tion will provide a completely 


equipped natatorium, large library, 


gymnasium-auditorium, reception 
rooms and offices for school officials. 
According to Sister St. Marcienne, ad- 
ministrator, it is expected that the 
building will be completed in the sum- 
mer of 1961. 


N.L.N. Accrediting Group 
Looks for Critical Indices 


A search for critical indices that 
may indicate at an earlier stage than 
now possible a diploma program's 
readiness for N.L.N. accreditation was 
approved by the N.L.N. Committee on 
the Accreditation of Hospital Schools 
of Nursing when it held its second 
meeting March 31-April 1 at N.LN. 
headquarters. 

‘This committee, composed of seven 
representatives nominated by the 
American Hospital Association and 
seven by N.L.N.—all appointed by the 
League—is working on ways of sim- 
plifying the accrediting procedures and 
stabilizing financing for the N.L.N. ac- 
creditation of hospital nursing schools. 
Chairman of the committee is Sister 
Marian Catherine, director of nursing 
and nursing education, St. Vincent's 
Hospital, New York, N. Y. 

The group’s discussion of critical 
indices centered around a report. of 2 

(Concluded on page 16) 
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4,350,000* babies will be born in the 
United States this year—and 8% will be 
premature. These premature infants should be 
given every chance for survival. Does your 
nursery have enough ISOLETTE® incubators? 


The IsoLETTE incubator alone provides pre- 


cise, continuous, fully-automatic control of 
temperature, humidity and oxygen—vital fac- 
tors of the premature infant’s environment. 


When nursery air is used, only the ISOLETTE 
incubator insures maximal isolation by means 


every 7¥2 seconds another life begins 


8% are premature 


of the new ISOLETTE MICRO-FILTER. It re- 
moves all contaminants down to 0.5 micron 
in size. And if the exclusive outside connec- 
tion is used, the IsOLETTE incubator provides 
a continuous supply of circulating, pathogen- 
free, fresh, outside air. 


To be ready for the increasing number of 
premature births—and for optimal protection 
of even the tiniest infant—make sure your 
nursery has enough ISOLETTE incubators. 


*4,320,000 births were recorded by U.S. Dept. of Comm. in 1959. 


the/I{solette/ 


infant incubator by AIR-SHIELDS, INC. 4 aA 


Hatboro, Pa., U.S.A. 


Research and engineering to serve medicine throughout the world 
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7 NURSING NEWS 


(Begins on page 12) 


study of the last 26 diploma programs 
surveyed by N.L.N. for accreditation. 
The committee agreed that the sample 
was too small a one from which to 
draw definite conclusions and recom- 
mended that the study be continued 
as schools are surveyed for accredita- 
tion in the future. The study is being 
made codperatively by the staff of 
N.L.N. and A.H.A. 

The committee also discussed the 


role of accrediting visitors to schools 
of nursing, voting to send to the N.L.N. 
board of directors a recommendation 
for as change which would place in- 
creased responsibility on the visitors 
for defining the areas for improvement 
or the criteria not met in diploma 
programs under survey. 

The group supported the present 
N.L.N. policy of having two accredita- 
tion visitors survey a school but recom- 
mended exploration of the possibility 
of eliminating the second visitor if a 
highly skilled pool of accrediting vis- 


BARD-PARKER 


AINERS —c6Ompanion 

: Bard- 

Parker GERMICIDE 


for use with 


A powerful, time-conserving chem- 
ical disinfectant for use in pre- 


useful life of surgical ‘sharps.’ 


operative preparation of surgical 
instruments. Non-rusting, non-cor- 
rosive, it protects and prolongs the 


Ask your dealer 


B-P is a trademark 


ANBURY. CONNECTICUT 


A DIVISION OF BECTON. DICKINSON AND COMPANY 
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itors can be built up within the next 
few years. 

The committee also supported the 
policy of resurvey of accredited pro- 
gtams at the end of six years for the 
present, suggesting consideration of 


_ lengthening the resurvey period in the 


future if a school submits a satisfactory 
progress report. 

The group noted the cancellation of 
scheduled accrediting visits by schools 
as a factor affecting cost of the pro- 
gram and asked the staff to explore 
ways of minimizing cancellations, as 
it studies the over-all costs of accredi- 
tation. 

The committee met again on April 


2 as the Interorganization Committee 


of the National League for Nursing 
and the American Hospital Associa- 
tion, choosing as its chairman Dr. T. 
Stewart Hamilton, executive director, 
Hartford Hospital, Hartford, Conn. It 
asked for more information on the 
accreditation process and the criti- 
cisms of it as a means of exploring new 
methods at its next meeting July 29- 
30. It asked also that staff studies re- 
late the criteria now in use in evaluat- 
ing diploma programs to the above 
mentioned study of critical indices, as 
well as to the response of hospital ad- 
ministrators and directors of schools in — 
last year’s questionnaires on _ their 
views of the accreditation program. 
The interorganization committee also 
noted that there was need for under- 
standing that the N.L.N. board carries 
ultimate responsibility for the accredi- 
tation program. 


New Nursing Head 
at St. Anthony’s 


Miss Anna Sabara has been ap- 
pointed director of Nursing at St. An- 
thony de Padua Hospital, Chicago, 
Ill. She is a graduate of Mount Sinai 
Hospital, School of Nursing in Chi- 
cago. She holds a B.S.N. degree from 
Loyola University and her graduate 
work was done at the University of 
Chicago. Miss Sabara was formerly an 
associate director of Nursing Education 
at Research Hospital, Kansas City, 
Mo. 

@ Rev. James E. Quinn, fexenesy 
Chaplain of St. Joseph’s Memorial 
Hospital, Kokomo, Ind., has recently 
been appointed to the board of direc- 
tors, Indiana League for Nursing. 
Father Quinn is also serving as dio- 
cesan moderator of the Lafayette-in-In- 
diana Council of Catholic Nurses.  * 
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SAVE 
INSTALLATION 


Corner installation saves 
space and expensive recessed 
remodeling costs. . 


Orthomatic CABINET Sterilizers 


Now you can combine the economy. of the free-standing sterilizer with the 
heat-free comfort and convenience of a recessed installation. 

Equipped with “pull-out”? paneling for maintenance from front, sides or top, 
Castle Cabinet Orthomatics can be corner installed to save space. What’s 
more, they’re delivered completely assembled, ready for immediate connection. 
Best of all, these new cabinet sterilizers are built to fit the future. Inter- 
changeable frames and paneling allow conversion to recessed installation 
without tools. WRITE, for full details or call your Castle dealer. 


LIGHTS AND STERILIZERS 


WILMOT CASTLE CO., 1704-6 &. HENRIETTA RD., ROCHESTER 18, N. Y. 


JUNE, 1960 


PLANNING SERVICE 


The services of experts in 
the design and layout of 
better lighting and steri- 
lizing facilities. No obliga- 
tion to you, write for 
more details. | 
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ADMINISTRATIVE FORUM 


rotest Continued 


F I WERE WRITING these monthly re- 

flections for sale to a magazine de- 
signed for public acceptance, I would 
very definitely enlarge upon last 
month’s effort and describe in detail 
some of the more flagrant examples of 
exploitation that have been called to 
my attention during the past three 
months. Such material would have 
reader appeal for all but hospital ad- 
ministrators who are already anesthe- 
tized to such practices.‘ 

But since custom or tradition or- 
dains that I write one article a month 
for HOSPITAL PROGRESS and since 
expediency—perhaps generosity is the 
better word—compels the editor to 
publish this material I am going to 
follow my original outline. 

Is the public being victimized by a 
tendency on the part of administrators 
to develop a hierarchy of costly ofh- 
cialdom in the hope of thereby finding 
an answer to their problems? To hint 
that the county medical societies 
should be constructive in their ap- 
proach calls for courage and represents 
a reckless disregard of one’s future, 
but to insinuate, even in a moment of 
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by CHARLES E. BERRY, LL.B., M.H.A. 


anger, that administrators could be 
guilty of any practice not in the best 
interests of the patient is to invite os- 


- tracism and perhaps the eventual ban- 


ning of my articles from all publica- 
tions. This,would of course, leave me 
completely distraught and without any 
real purpose in life. However, safe in 
the realization that this trilogy repre- 
sents not my thinking but my interpre- 
tation of what the angry young man 
schooled in the health field would 


write about, I carry on with confidence. 


Although it is not my intention to 
publicize any book or article not 
bearing my name I cannot help but 
seriously refer to Parkinson’s Law by 
Professor C. .Northcote Parkinson. 
Being familiar with the military and 
with some aspects of our governmental 


structure, I enjoyed the book and 


found it a welcome relief from my 
usual reading chores. But - smile 
though I did at some of the formulas, 
I could not but wonder if Professor 
Parkinson could not have found 
equally fertile material if he were to 
study the management aspects of our 
voluntary hospital system as it is 


emerging in this modern day and age. 

No self respecting, ambitious hos- 
pital administrator today can afford 
the luxury of going it alone; he or she 
must have at least one assistant. In 
addition there must be several depart- 


ment heads whose status approaches 


or is equal to an assistant. Not infre- 
quently these department heads must 
have an assistant or two and each of 
course receives greater compensation 
than his subordinates. | 

Can such empire building be justi- 
fied? Of course it can be justified, in 


some instances. The complexity of or- 


ganization, the pressures from those 
with vested interests, etc., certainly re- 
quire adequate personnel if the patient 
is to be protected. Let’s analyze some 
of the reasons why the hospital has be- 
come so complex in less than two dec- 
ades. It will be impossible to research 
them all put perhaps I can indicate 
what I mean by considering just a 
couple of factors. 

In this day of unrest among hospital 
employes, a good personnel managef 
can be of real value to any adminis- 
trator. But why.do we have unrest? 
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| BARDIC® -the most comprehensive, coordinated line of quality products 
| for patient care .... convenient, too; saves many steps for the busy nurse 


...Saves time and money— because each economical unit is ready for use 


: C. R. BARD, INC. 


Summit, New Jersey 
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‘mfirst choice 


WITH NURSES and 
HOSPITAL BUYERS 
because they‘re 


mw ALWAYS AVAILABLE 


—No more cutting, sewing and stor- 
ing muslin wrappers. Do away with 
laundering, drying, folding and 
mending. Save time, save space. 


wm EASY TO USE 


—The only paper designed to handle 
like cloth—no change in technique 
required. Edges drape when un- 
folded to provide sterile field. iad 


RE-USABLE 
WITH. SAFETY 


—Hospitals report 8 
to 10 uses out of 
Sterilwrap sheets, as 
many as 12 to 24 
from glove envelopes 
and cases. 100 

assured 
much ei period 

than other 
wraps. 


FOR WRAPPING SUPPLIES 
FO BE AUTOCLAVED 


The modern way to wrap supplies 
for autoclaving. ot just another 
ordinary commercial paper, Meinecke 
Sterilwraps are formulated under 
rigid laboratory control specifically 
for hospital ages needs. Strong, 
easy to handle, won‘t crack or stif- 

n—and the initial the 
complete cost! 


TEST STERILWRAPS 
—send for FREE sample test kit, 
folder and prices—TODAY! 


cost is 


MEINECKE & CO., INC. 


Over 65 years of continuous 
service to the hospitals of America 
215 Varick St., New York 14 
Branches in: 

Los Angeles and Sunnyvale, Calif., 
Dallas, Chicago and Columbia, S. C. 


Because some of the leaders in the hos- 
pital field shirked their responsibility 
or lacked the executive ability to fore- 
see what lay ahead. First of all we do 
not have enough people motivated to- 
ward hospital: work as a career; that 
this is partially due to a materialistic 
philosophy is conceded, but some 
blame must be accepted by those who 


failed to recognize the tremendous - 


contribution hospital employes have 
made—or to show appreciation by a 
kind word, adequate working condi- 
tions or something to take home at the 
end of the week. If this had been so 
we would have little need for person- 


' mel managers, a clerk to accomplish 


the forms could do the job. We have 
failed in our recruitment efforts, yet 
no other field offers the security our 
young people seek. We have failed to 
heed the warnings of the various suc- 
cessors to St. Peter and we have failed 
to capitalize upon the almost miracu- 
lous advances made in preserving life 
as co-workers with physicans and 
scientists. Who failed? Administra- 
tors? 

Now we must have personnel spe- 
cialists and public relations specialists. 
I wonder what would happen if every 
hospital administrator were to spend 
his time talking with patients, em- 
ployes and members of the community 
rather than worrying about minutiae 
and preparing speeches—trying to jus- 
tify practices that he, subconsciously at 
least, knows are wrong. 

Wouldn’t it be wonderful if the ad- 
ministrator never had to worry about 
the quality of medicine practiced in 
the hospital? And why should he? 
Shouldn't the medical profession eval- 
uate its own honestly and without 
prejudice? 


For Services Rendered 


Money is a must. The drive for 
eternal salvation is easier for hospital 
administrators because they envision 
heaven as a place where they can run 
a good hospital and always have 
enough money to. meet the payroll. 
Every hospital today must have an ac- 
countant. To keep records? Certainly 
not; his job is to detect and ward off 
exploitation by those third party pay- 
ers who are interested primarily in 
their own budgets, not the patient or 
the hospital or those employed by the 
patient. 

The solution is to make hospital 
work so attractive that we can set 
standards of competency requiring lit- 


tle or no supervision and thereby elim- 
inate this psychological tendency to 
solve every problem by adding another 
name to the administrative team. This 
is, of course, over-simplification, but 
the basic premise cannot be disputed. 
It would be relatively easy to write a 
book in defense of our present system 
and to completely nullify this critique 
by pointing out omissions. For ex- 
ample, we are dealing with humans 
who are dealing with humans. We 
are serving an ever evolving yet in- 


creasingly demanding science. We are 


confronted with a changing culture 
and, last but not least, we have be- 
come complacent under the reign of 
an increasingly beneficent legislative 
system. I know all of these things, 
but I sometimes wonder if the woods 
are not obscuring the trees. 

Can't we return to basics? Let the 
medical profession provide competent 
physicians, let the hospital provide 
competent personnel to work with 
these competent physicians and let 
those responsible—individual, govern- 
ment or insurance company—offer a 
just return for the services of the com- 
petent physician and good hospital 
care. If this be the objective of the 
parties involved, the implementation 
will not require the development of a 
system that will eventually make im- 
possible the only thing that matters, 
the prompt, efficient and intelligent 
restoration of health. 


Series Extended 


This series was supposed to consist 
of three well written, logical papers 
presenting generalities, in a semi-seri- 
ous style, of the deficiencies of our ex- 
isting hospital system as seen through 
bi-focals. But like all struggling dead- 
line meeters I have become entranced 
with the scratching of my own pen 


and so my angry young man presenta- 


tion decrying inertia will have to wait 
until next month. Are we men or 
mice? 

Oh yes, what is Parkinson's Law? 
Roughly, that the volume of work in- 
creases in direct proportion to the 
number of people available to do it. 
Although I would prefer to keep it 
in the family I must confess that it was 
Parkinson’s Law (subconsciously of 
course) that compelled me to start 
writing articles almost nine years ago. 
I wonder what the editor’s comments 
will be on this one? He just got a new 
assistant— 

Thank you for yout letters. * 
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role in progressive patient care 


Whether you have already adopted a progressive care pro- 
gram, have made plans to do so soon, or are considering 
it for the future, you have an able partner in Puritan. 


Puritan’s role is in the inhalation therapy equipment 


aspect of this new concept in hospital service. 


From the simplest need of the ambulatory patient who 
requires a minimum of treatment and nursing attention, 
through the intermediate care phase, and into the in- 
tensive care demands of the critically ill— Puritan can 
supply your every oxygen therapy requirement. 


In the field of medical gases and gas therapy equipment, 
the factors of service, purity and dependability have 
known only one standard at Puritan — the finest possible. 
Take advantage now of Puritan’s nearly half century of 
skill, know-how and experience. 


uritan 


COMPRESSED GAS CORPORATION 
SINCE 1913 


KANSAS CITY 8. MO. 
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CANON LAW 


A\lienation and Debts a 


N THE PRECEDING ARTICLE, “Alien- 
ation and Debts—Parrt I,” were con- 
sidered the meaning of the terms, 
stable or fixed capital and alienation, 
and the conditions that must be ob- 
served for placing an act of alienation. 
The present article completes the treat- 
ment of alienation and the contracting 


of debts. 


Coalescence for Alienation 


When acts of alienation coalesce, 
they must be lumped together and 
their resulting combined value or the 
total sum involved must be considered. 
Coalescence may occur by reason of in- 
tention, by reason of time or by rea- 
son of purpose. 

1. By intention. When it is deter- 
mined to alienate, for example, several 
pieces of property, the combined value 
of those several pieces must be con- 
sidered. If the combined value exceeds 
a certain sum ($5,000 at present), 
permission also of the Holy See is 
necessary (see below under “permis- 
sions required”). In this type of coa- 
lescence, time intervals, if any, between 
the transactions have no effect. 2. By 
time. Thus, coalescence is had when 
several independent pieces of property 
are alienated within a short space of 
time. 3. By purpose. Coalescence oc- 
cuts when various items of property 
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are alienated for the same purpose, 
such as an addition to a building, even 
though it was not originally foreseen 
that the sum total of alienation would 
exceed, for example, $5,000. In this 
case, nO matter what its own value is, 
when the additional item of property 
which brings the total above $5,000 is 
to be alienated, the permission of the 
Holy See would have to be obtained. 


Conditions for Contracting 
Debts and Other Obligations 


The conditions to be observed in 
contracting debts and other obligations 
are specified in canons 534 and 536, 
§5. 1. For validity, the permissions of 
the legitimate superior is necessary. 
The specification that this permission 
be given in writing should be followed, 
but it is seemingly not required for 
validity; it serves as proof that per- 
mission was granted. 2. Likewise for 


validity, a statement of all debts and 
obligations burdening the moral per- 
son at the time of the petition must 
be submitted. 3. Assurance that inter- 
est on the debt can be met from cur- 
rent revenue is required for Jicitness. 
4. For licitness, a plan for a sinking 


fund which will pay off the capital — 


debt within a reasonable time must be 
presented. 

' These conditions do not apply if the 
entire debt or obligation can certainly 
be met, for example within several 
months or a year, from liquid capital 
(e.g. current income); such debts and 
obligations are handled as ordinary or 
extraordinary current expénses.* In 
contracting debts or other obligations 
coalescence is to be considered. __ 


Leases 


Special regulations about leases are 
given in canons 1479, 1540-1542. In 
leases of ecclesiastical land (with or 
without buildings) there should be 
public announcement in some way of 


the intention to lease, unless circum- 


stances suggest otherwise; and, all 


things considered, the contract should — 


be awarded to the higher bidder. Be- 
sides, provision should always be made 
for the protection of boundaries, for 
adequate cultivation and maintenance 
and for due payment of the rent, along 
with a suitable guarantee for the ful- 
filling of these. conditions (c. 1541, 
§1). 

In leases of ecclesiastical property 
payment of the rent may not be an- 
ticipated beyond six months without 
the permission of the local Ordinary, 
or other proper superior as the case 


may be (c. 1479). 


For licitness according to c. 1540, 
the special permission of the local Or- 
dinary, or other proper superior as 
the case may be, is required to sell or 
lease immovable ecclesiastical property 
to the administrators of that property 
or to their near relatives (who are 
specified in the canon). C. 1542 is to 
be consulted if one is considering a 
contract of emphyteusis (practically 
unknown as such in American law; it 
is closely akin to a ninety-nine-year 


*Creusen-Ellis, Religious Men — and 
Women in Church Law, 6th English edi- 
tion (1958), n. 164, 2; Muzzarelli, Trac- 


tatus Canonicus de Congregationibus luris — 


Dioecesani (1943), n. 166; Vromant, De 
Bonts Ecclesiae Temporalibus, 3rd edition 
(1953), n. 323, p. 274; Beste, Introductio 
In Codicem, 3rd edition (1946), p. 358. 


(Concluded on page 30) 
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CYANANID 


Contributing to Medical Education | 
Through the World’s Largest Surgical Film Library 


SURGICAL 
PRODUCTS 
NEWS 


SAFER SUTURE DISPENSING TECHNIC 
WIDELY USED THE 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 


Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard.to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. | 


handling is required for unreeling and 
straightening. | 


JUNE, 1960 


New Davis & Geck Surgilope SP® ster- 


ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 


and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 


_ sealed inner envelope containing the 


suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


delivers a supple, kink-free. suture, 
ready for instant use. 


New Davis & Geck loose-coil winding 


INVITES COMPARISON 
NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. ) 


The transparent Vim all-plastic wet- 
proof. pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


AMERICAN CYANAMID COMPANY 


SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N.Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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They're Simply 
Beautiful”! 


$1B-36 
Student nurses are happy to wear 


SNOWHITE 
TAILORED UNIFORMS > 


Beautiful in styling and materials, Sno- 
white tailored uniforms are comfortable to 
wear and easy to care for. They are 
available in a wide range of styles and 
materials in cottons and synthetics. 


To Directors:— \ 


The appearance of your students reflects 
the standards of your school and of your 
administration. Snowhite can help you se- 
lect uniforms that will give your students 
the well groomed look which creates fav- 
orable impressions and promotes good 
public relations. 


Your request for a catalog or a call by a 
Snowhite representative will not obligate you 
—and it could help make 1960 happier for 
you. 


224 W. Washington Street 
Milwaukee 4, Wisconsin 
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CANON LAW 


(Begins on page 26) 


lease, according to Bouscaren-Ellis, 
Canon Law: A Text and Commen- 
tary, 3rd revised edition [1957], 824). 
For leases, permission of the legitimate 
superior is required (c. 1541, §2). 


Permissions Required to 
Alienate and to Contract Debts 
or Other Obligations 


For validity, the following permis- 
sions are required to alienate and to 
contract debts or other obligations. 

1. Permission of the Holy See is 

required: 3 

a. To ALIENATE: 1) Any pre- 
cious object, i.e. an object 
having notable value because 
of its artistic, historical or 
material content (canons 
534 §1; 1497, §2). Accord- 


ing to a common opinion of 


authors, the value is notable 


when the object is worth one 
thirtieth of the amount speci- 
fied for alienation of non- 
precious objects. If this norm 
is applied to current, regula- 
tions, the equivalent is $167. 
The matter has not yet been 
settled officially. (Cf. Canon 
Law Digest 1, 728, n. 1; IV, 
392, n. 3. For further com- 


ment on the term “precious,” — 


see a previous article on “Ec- 
clesiastical Property.” ) 

2) Other things (fixed or 
stable capital) worth 
more than $5,000 (c. 
534, §1; Canon Law Di- 
gest IV, 203-204). 
Noteworthy. relics (e.g. 
body, head, arm, heart, 
leg, hand, etc.) or other 
relics or images held in 
great veneration by the 
faithful in some church 
(c. 1281). 

Pious images of great 
value, ie. images dis- 
tinguished for antiquity, 
artistic excellence or the 
devotion shown them 
(canons 1280, 1281, §1). 
Votive offerings of any 
value, according to the 
directives of the Sacred 
Congregation of the 
Council of July 12, 1919 
and January 14, 1922 
(Canon Law Digest I, 
728-729, 730-731). 


« 


3) 


4) 


>) 


v 


b. To CONTRACT DEBTS or other 
obligations over $5,000 (c. 
534, §1). 

c. To LEASE property (a) at an 
annual rental of more than 
$5,000 and (b) for more 
than nine years (c. 1541, §2, 
1°). Both conditions (a) 
and (b) must be verified in 
the contract. If the lease 

(say, for five years) has such 
a type of renewal clause that 
it actually from the begin- 
ning does encumber the fixed 
or stable asset for a period 
of more than nine years, 
condition (b) is verified. 

2. In other cases, permission is re- 
quited of higher religious (in- 
ternal) superiors according to 
the constitutions of the institute, . 
with the consent of the council 
(c. 534, $1). 

3. Monasteries of nuns and dio- 
cesan congregations of women, 
besides the above, must have 
permission of the /ocal Ordinary 
(c. 534, 81): - 

a. To ALIENATE objects (fixed 
or stable capital) worth $5,- 
000 or less. 

b. To CONTRACT DEBTS or other 
obligations, or LEASES, for 
$5,000 or less. 

Furthermore,’ for (a) and (b) 

nuns require the permission also 

of the regular superior if they 

are subject to him. 7 

4. If you are administering prop- 
erty belonging to a religious in- 
stitute, the norms given above 
are applicable. If you are admin- 
istering diocesan property, di- 
rectives about permissions for 
alienation and for contracting 
debts or other obligations will 
be obtainable from the chancery 
office. 


N.B.: The above-mentioned sum _ of 
$5,000 of present United States currency 
is listed in the Notification from the Sacred 
Congregation for Religious, January 29, 
1953, regarding the application of the 
Decree of the Sacred Consistorial Congre- 
gation of July 13, 1951, and the Notiftca- 
tion of that same Sacred Consistorial Con- 
gregation of October 18, 1952 (Canon 
Law Digest IV, 203-204, 391-393). 

As reported in the Canon Law Digest 
(vol. IV, p. 206, under c. 534; the vol- 
ume was published in 1958), -in regard 
to property belonging to a religious in- 
stitute the Apostolic Delegate to the United 
States has the faculty to grant permissions 
for alienations, loans, etc., when the sum 
involved does not exceed 500,000 gold 
dollars (about $846,500 in present paper 
currency ). 
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Nurse, 
when will my 
doctor be here? 


Add AUDIO 


to your present 


call system 


of corridor domelights 


“He's expected 
shortly, 
Mrs. Jones 


‘Executone’s DEPENDABLE Audio-Visual 
Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight 


system, Executone frequently uses existing conduits or 
ss! 

taceways—providing you with a modern Audio-Visual Just off the pre 

Nurse Call System! All accomplished with no interruption “Better 

of service during installation! 

Many hospitals—old and new—are discovering the econo- Patient Care 

my and eficiency of Executone’s Audio-Visual system. How Executone communities 

More patients are handled with less effort, in less time! tions help hospitals improve 

One hospital reports that Executone has reduced operating pollens cant and mabe 

costs 8% per bed. /t i invaluable aid in relieving th mum use of nursing time sue nal Meena | 
oP is an invatuadle ala in Fetleving the skills. Includes a summary of 
nurse shortage. time and motion studies of 
| | Executone Audio-Visual Nurse 
3 Call Systems made by the Surgeon Generals’ offices of the 
k GOING TO MILWAUKEE? Army and Air Force. Also described and illustrated 

Be sure to see... hear. . . try Executone at the _are Doctors”Paging Systems, Bedside Radio-Sound Systems, 
Departmental Administrative Systems. Send in the coupon 
Catholic Hospital Association Convention, der your 
Booths A107-A108 


| *  EXECUTONE, INC., Dept. N-5, 415 Lexington Ave., New York 17,N.Y. 
6 Without obligation, please send me a complimentary copy of “Better e 
Patient Care.’’ 

Name Title 

‘4 Ly Pp J 

Add race 

City. State 

In Canada: 331 Bartlett Avenue, Toronto 
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| News | 


Night Hospitals Treat 
Mentally Ill 


When quitting time comes at shops 
and offices across the nation these days, 
a sizable group of workers collect their 
belongings and head for the wards of 
Veterans Administration psychiatric 
hospitals. 

Veterans in the last stage of re- 
covery from mental illness, they spend 
the night at the hospitals, receive drugs 
or other treatment, and the next morn- 
ing receive a pass from the hospital 
and leave for another day’s work. They 
are benefiting from the “night hospi- 
tal,” and advance in treatment of men- 
tal illness tested widely in Europe and 
now used increasingly in the United 
States. 

Dr. Jesse F. Casey, VA director of 
psychiatry and neurology service in 
Washington, D.C., explained that many 
patients long hospitalized for mental 
illness require additional help after 
specific therapy has been given. 


“One of the important means of. 


treatment for them is their association 
again in society,’ Dr. Casey said. 
“Many cannot make an abrupt change 
from hospital to community. Remain- 
ing in the hospital night program for 
a limited time often enables them to 
leave the hospital and return home.” 


During the past few years, most VA 


psychiatric hospitals have set up night 


care for long-term patients. The vet- 
erans reach -the night program after 
months or years of treatment, voca- 
tional counseling and participation in 
therapeutic work assignments at the 
hospitals. Stay in the program is lim- 
ited generally to less than a year and 
often to six months or less. 

Dr. Casey said the night care is prov- 


ing its success in the VA by the excel- 


lent work records of patients and the 
high percentage of recoveries and hos- 
pital discharges among the group. 

Nationwide, the VA night hospital 
patients include men holding jobs as 
insurance salesmen, mechanics, truck 
gardeners, and department store clerks, 
and in many other types of semi-skilled 
and unskilled work. 

Many of the night care patients have 
made the transition from hospital to 
community after being hospitalized 15 
to 20 years, Dr. Casey said. 

Patients for the night hospital _ are 
carefully selected by vA medical staff 
members to fit the treatment to the 
needs of the veterans and to protect 
employers and the community. Only 
those who have shown they can accept 
responsibility and make good employes 
are chosen. 

Much of the credit for success of 
the night care program belongs to em- 
ployers in communities where VA hos- 
pitals are located, Dr. Casey pointed 
out, adding: “One of the greatest al- 


Sister M. Karen Gossman (r.) superior of the Medical Mission Sisters’ hospital soon to be 
opened in Quinhon, S. Vietnam, meets with Rt. Rev. Msgr. Joseph J. Harnett, representative in 
Asia and the Far East for the N.C.W.C. Also assigned to Quinhon are (I. to r.) Sr. Maria Fe 
Sobrevega, Sr. M. Brendan Burke and Sr. M. Germaine Skram. 
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lies our patients have in their fight for 
recovery is the employer who gives 
them the opportunity for wholesome 
work experience outside the hospital 


‘again.’ 


Program Seeks to Bolster 
Academic Medicine Schools 


Dr. Mortimer Lorber of the George- 
town University Medical Center, 
Washington, D.C., has been awarded 
$16,608 to be used in a program of 
encouraging promising young teachers 
to remain in academic medicine. 

The grant to Dr. Lorber is under the 
1960 medical faculty awards program 
of Lederle Laboratories Division, 
American Cyanamid Company, which 
makes annual awards to strengthen 
medical education in the United States 
and Canada. | 

Dr. Lorber, instructor in physiology 
and biophysics at Georgetown Uni- 
versity School of Medicine, is one of 
14 faculty members of U.S. medical 
schools selected to share the $250,000 
grant allocated for this year’s program 
of encouraging young teachers to: re- 
main in academic medicine. 


Named to Top 
Hospital Pharmacy Posts 


Joseph A. Oddis has been named 
director of the American Pharmaceu- 
tical Association’s Division of Hospi- 
tal Pharmacy, effective June 1, 1960, 
according to an announcement made 
recently by Dr. William S. Apple, 
A.Ph.A., secretary. Concurrently with 
this appointment, Mrs. Gloria Francke, 
secretary of the American Society of 
Hospital Pharmacists, announced that 
Mr. Oddis will serve as assistant secre- 
tary of the A.S.H.P. 

In the role as director of the A.Ph.A. 
Division of Hospital Pharmacy, with 
headquarters in Washington, DC., 
Oddis will succeed Paul F. Parker, 
who has resigned to accept the posi- 
tion of director of Pharmacy and Cen- 
tral Supply at the University Hospital, 
University of Kentucky Medical Cen- 
ter, and assistant professor of Phar- 
macy at the University of Kentucky 
College of Pharmacy in Lexington, 
Kentucky. 

A 1950 pharmacy graduate of Du- 
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“The Merrell Company 


(brand of triparanol) 


..the first cholesterol-lowering 
agent to inhibit the formation of excess ; 
cholesterol within the body. : 


.» reduces both serum and tissue 
cholesterol levels, irrespective of diet. 


eeeno demonstrable interference with other 


vital biochemical processes reported to date. | | ‘ 
..etoleration absence of established 
One 250 mg. capsule daily, 
pefore breakfast. 
Clinical findings of therapy with MER/29 establish ) | 
it as an aid to patients with hypercholesterolemia and | 
conditions thought to be associated with it, suchas | 
‘coronary artery disease (angina pectoris, | 
postmyocardial infarction) | 
generalized atherosclerosis | 
4 fe supplied in bottles of 30 pearl gray capsules | 


for professional literature write to Hospital Department 


THE WM. S. MERRELL COMPANY / Cincinnati 15}) Ohio 


& 

’ 

| 

| 

Trademark: 'MER/29 
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quesne University, Oddis has been an 
active member of the A.Ph.A. and the 
A.S.H.P. He served as vice-president 
of the Illinois Society of Hospital 
Pharmacists and president of the West- 
ern Pennsylvania Society of Hospital 
Pharmacists. 


Conference on Job 
Analysis Held 


A two-day conference on Job Analy- 
sis and Wage Administration for Hos- 
pitals, sponsored jointly by the Colo- 
rado Conference of Catholic Hospitals 
and the Catholic Hospital Association, 
was held recently at Penrose Hospital, 
Colorado Springs. W. I. Christopher, 
director of hospital personnel services 
of the Catholic Hospital Association, 
conducted the workshop. The impor- 
tance of job analysis and how to pre- 
pare a job analysis was stressed during 
the first day. During the second day 
the session included work on deter- 
mining job titles, job specifications 
and recruitment data as well as writing 
Orientation and job instruction train- 
ing plans. Practical considerations in 
wage administration, in wage policy, 
performance appraisal and job evalua- 


“THE COLORADO CONFERENCE of Catholic Hospitals meeting was attended by 85 repre- 


sentatives from Utah, Wyoming and Colorado. Seated (I. to r.) are Sr. Mary Assunta, Colo- 
rado Springs, Sr. Zita Marie and Sr. Mary Julia. Standing are W. |. Christopher, The Most 
Rey. Charles A. Buswell, Bishop of Pueblo, and Very Rev. Msgr. Wm. J. Monahan. 


tion were reviewed during the after- 
noon session of the second day. 

At the annual business session, the 
following officers were elected: Presi- 
dent, Sister Zita Marie, administrator, 
St. Mary’s Hospital, Grand Junction; 
President-Elect, Sister Mary Lina, ad- 
ministrator, St. Anthony’s Hospital, 
Denver; Secretary, the Very Rev. Wm. 
J. Monahan, Catholic Charities, Den- 
ver; Treasurer, Sister Mary Julia, 


Mercy Hospital, Denver. Two new 
members were elected to the Executive 
Committee: Sister Ruth Ann, St. 
Mary-Corwin Hospital, Pueblo; and 
Sister Mary Francine, St. Joseph’s Hos- 
pital, Denver. 


Nuns—Twin Sisters—Meet 
for First Time in 40 Years 


Sister Mary Josephine, a nurse in a 
mission medical center in Ghazipur 


Senelfte. 


Sparkling New Styling 


in WASTE RECEIVERS 


Exclusive new styling, never before 
available in professional waste recep- 
tacles—plus the distinctive highlights 
of stainless covers, pedals and handles 
as standard equipment — now gives 
your hospital the advantages of smart, 
modern design and longer-lasting, 


wear-resistant utility. 


See your dealer or write for folder 


No. S-438. 


MASTER METAL PRODUCTS, INC. 
Buffalo 5, N. Y. 


P.O. Box 95 


PAIL HANDLE 
ALWAYS OUTSIDE 


Prevents Contamination from Infectious 
Waste... Patented Feature. 


When pedal is de With cover closed, 
pressed, pail can receptacie can be 
be removed with. moved about with 
out contact with same handle. 

contents. 


LARGER CAPACITIES 


Sizes for every waste disposal need 
~— 14, 18, 22, 28 and 40 quart. All 
with leak-proof galvanized pails. 


ALL-STAINLESS STEEL 


.. fine grained, beautifully polished, 
also available in 14, 18 and 22 quart 


HOSPITAL PROGRESS 


4 
wee 
MODEL SERIES | 
Siz 
‘ ha 
a 


WR105 


| 45 


JUNE, 1960 


AREN’ ALL-PATIENT 
IDENTIFICATION BANDS 


Standard or “"Addressograph" 


safe... simple ...and secure ! 


This identification band is tamperproof — so safe it has 

to be cut off ! Yet it attaches so simply. Just insert the name 
card, adjust the strap and snap!...it’s on. No tools are 
needed, it comes ready to attach — all in one piece. 


Aren bands are soft, supple, non-toxic plastic in turquoise 


_and white. Can’t possibly irritate — not even a newborn’s tender 


skin. Crystal-clear window is formed right into the band. 


Standard, newborn and special “Addressograph” sizes. Cards 
hold all information recommended by the American _ 
Hospital Association... available in pink, blue and white. 


Write for free samples, literature and prices — or talk to 
your Will Ross, Inc. representative 


WILL 
ROSS, 
INC. 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. e Baltimore, Md. 
Cohoes, N.Y. e Dallas, Texas 
Minneapolis, Minn. « Ozark, Ala. 
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City, India and Sister Mary Leonina, 
who directs the kitchen at the St. 
John Home for Boys, a New York 
orphanage, twin sisters, met recently 
for the first time in 40 years. 

Sister Mary Josephine came to New 
York with the permission of her su- 
periors to visit her sister. The Sisters 
were born March 25, 1898 in Hallen- 
burg, Germany. They had not seen 
each other since Sister Mary Josephine 
entered the religious life in 1920 in Vi- 
enna. Sister Mary Leonina became a 
religious‘ in 1922 and came to this 


country a few years later. She has 
served in the U.S. as a teacher and as 
a dietitian at St. Elizabeth’s Hospital, 
Lafayette, Ind. 


Institute on Vocations and 
Workshops for Religious Planned 


Fordham University, New York, has 
announced plans for its 10th annual 
vocation institute, July 13 and 14, and 
two workshops for religious, July 18- 
22 and July 25-29. 

Institute discussions will deal with 


MISS PHOEBE 


| 
“I’m going back to horse racing — they didn’t tell me we'd have 
to outlast Everest & Jennings chairs!” 


NO. 35 IN A SERIES 


Elevating legrest model has 
8” casters balance-positioned to 
compensate for weight of casts. 


Everest & Jennings chairs do last. 
Their maneuverability lasts, their smooth performance 
lasts, their bright easy-to-clean beauty lasts. 
Only one thing ever changes: their economy 
becomes more apparent every year you own them. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 
1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 
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the practical aspects of the problems 


involved in stimulating, recognizing 


and encouraging vocations to the 
priesthood, the brotherhoods and com- 
munities of religious women. 

The workshop for mistresses of nov- 
ices, postulants and professed juniors 
will be held July 18-22 in Keating 
Hall. The fee is $20.00. The work- 


‘shop for local superiors, July 25-29, 


will be held in Keating Hall. Fee is 
$20.00. 


Glennon Hospital Gets 


$50,000 Annual Gift 


A check for $50,000—with a prom- 
ise that another $50,000 check will be 
coming every year—arrived in the mail 
recently for Cardinal Glennon Me- 
morial Hospital for Children, St. Louis, 


Mo. The donor wishes to remain anon- © 


ymous. 


The gift has no strings attached. It 
can be used in any way the hospital 
wishes. The first check will finance 
research in a type of mental deficiency 
Associated with abnormal metabolism 
of proteins, according to hospital med- 
ical driector, Dr. James P. King. It 
will also be used to buy x-ray equip- 
ment that cuts down on the amount of 
radiation children get from the ordi- 
Mary x-ray. 

Dr. King gaid the research on 
phenylketonuria—the type of mental 
deficiency associated with abnormal 
protein metabolism — will also shed 
light on normal metabolism and will 
therefore have broad applications. 
Other hereditary disorders associated 
with abnormal metabolism will also 
be studied. | 


Saint John’s Hospital 
Adds New Facilities 


St. John’s Hospital, Springfield, IIl., 
has recently completed a new recovery 
nursery, two mothers’ rooms in the 
maternity department and a new post- 
anesthesia department. 


The first 24 hours of a child’s life 
are considered the most critical hours, 
so St. John’s Hospital has opened an 
intensive nursing unit where the new- 
born may be observed more closely 
under the constant supervision of a 
registered nurse. The admission 


weight of four pounds, eight ounces” 


is required since babies weighing less 
than that are automatically admitted 
to the premature center. The recovery 


(Concluded on page 50) 
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ALL GAUZE 44 x 36 mesh—ball shaped— 
available in SMALL, MEDIUM, LARGE, 100 
per bag—2,000 per carton. 


Crea ed MARCO LABORATORIES 

collaboration with one of the 

country’s s leading hospitals*, to eliminate 
costly in-hospital hand manuf acture 


uniformity of size and rigid STICK SPONGE (X-ray detec 


quality control, have resulted | ible—not sterilized). For use with sponge stick 
in Mt. Sinai dressings being accepted or forceps in all types of surgery, and prepping 
as standard by hospitals everywhere, or cleansing of wounds. Soft tab of sponge con- 
including Armed Service and . structed so stick or forcep can be clamped tightly 
Veterans installations. to prevent slipping—no bulk to damage hinge or 


For nearly a quarter century Marsales _ box lock of forcep. ; 


Company has worked directly with 
hospitals in the design, development and CATALOG AND PRICE LIST ON REQUEST 
manufacture of all types of surgical | WRITE TO DEPT. HP1 

dressings to set ever higher standards 
of performance and quality. | 
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marsales CO.,... 


DIVISION OF HERMITAGE COTTON MILLS 


“serving hospitals exclusively 


62 WORTH STREET » NEW YORK 13, N. Y. 
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NEWS 
(Continued from page 46) 
nursery is equipped with piped-in ox- 


ygen; two Gordon Armstrong incu- 
bators; one Armstrong Deluxe H H 
for warmth and relative humidity; 12 
bassinets with individual units; a cab- 
inet with necessary emergency equip- 
ment, stimulants and examining tray. 
After the 24 hour period the baby may 
be released by the attending physician 
‘to the various nurseries or retained as 
his condition may warrant. 

The mothers’ rooms at the hospital 
answer the challenge that early ambu- 
lation brings. The rooms are equipped 
with television, rockers, card tables, 
buffet and coffee service. Coffee served 
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in the rooms provides an opportunity 
for new mothers to get together and 
talk over their problems. The nurse 
takes this opportunity to impart good 
health teaching. 

The new post-anesthesia department 
was dedicated to Our Lady of Lourdes. 
The department was added at the re- 
quest of the hospital's surgeons and 
was donated by the doctors in Spring- 


field. 


On Hospital Construction 


Although hospital construction is at 
an all-time peak, the number of hos- 
pital beds in the US. is not increasing 


“much faster than the nation’s popula- 


tion, the Health Insurance Institute 


The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or 'Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 
in hospital-made gauze. 
Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES 
%y" x 72” selvage-edged strips, 6 to box 


VASELINE’ STERILE } 
PETROLATUM GAUZE 


IN HEAT-SEALED FOIL ENVELOPES 


3” x 3” pads, open to 3” x 9” strips, 6 to box 
1” x 36” strips, 6 to box 
3” x 18” strips, 6 to box 
3” x 36” strips, 6 to box 
6” x 36” strips, 6 to box 


TiS | 
STERILE! 


PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N. Y. 


of New York reported recently. 
From the beginning of 1948 to the 
beginning of 1959, civilian hospital 
beds increased by 30 per cent while 
the population climbed 20 per cent. 
In 1958 more than one billion dol- 
lars was spent on the construction of 
civilian hospitals exceeding the previ- 
ous high of $947 million in 1951. 
In the beginning of 1959, the nation 


had 1,322,000 hospital beds, up from 


1,017,000 in 1948, in addition to 
nearly 246,000 beds in nursing homes 
and 134,000 beds for civilians in Nee 
eral hospitals. 

Hospital beds were divided into 
653,000 in general hospitals, 534,000 
in mental hospitals, 51,000 in chronic 


hospitals and 84,000 in tuberculosis — 


hospitals. The greatest growth from 
1948 to 1959 was shown by the gen- 
eral and chronic hospital beds. The 
number of general hospital beds in- 
creased 39 per cent while chronic hos- 


pital beds went up 42 per cent. Men- 
tal hospital beds rose 25 per cent. 


However, the number of tuberculosis 
beds increased less than one per cent 
during the period, and actually declined 
from a peak of more than 101,000 
beds in 1954, which«may be a reflec- 
tion of the success medical science is 
meeting in its fight against the disease. 

In a state-by-state breakdown, New 
York, the nation’s most heavily popu- 
lated state, had the most beds in each 
of the four hospital categories. New 
York had 83,000 beds in mental hos- 
pitals, 69,000 in general hospitals, 
7,000 chronic and 9,000 tuberculosis 
hosptial beds. 

New York was not the only place 
to have more mental hospital beds 
than general hospital beds. Others 


-. were Connecticut, Massachusetts, New 


Hampshire, Rhode Island, Vermont, 
Maryland, New Jersey and the District 
of Columbia. 

Illinois led the nation in the number 
of nursing home beds, 23,000. Cali- 
fornia, where a large proportion of the 
population is elderly, followed with 
21,000 and New York was third with 
16,000. The total of these beds has 


_ increased 13 per cent in the space of 
two years, from 218,000 to 246,000. 


The number of persons entering 
hospitals has risen steadily. According 
to the American Hospital Assogiation, 
admissions to the nation’s non-federal 
short term general and special hospi- 
tals, which excludes mental and tuber- 
culosis hospitals, totaled nearly 22 mil- 


lion in. 1958, almost 700,000 more 
* 


than the year before. 
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EDITORIAL 


A 


Second Class Citizens? 


W: HAVE i HAD OLDER PEOPLE regardless of what time in history we think 
of or what civilization we consider. There have been many variations in the age 
of this older segment ,of society but we have always had our elders. Unfortunately, 
modern society has established a sharp numerical boundary beyond which a person is 
considered one of the “aged.” We try to soften this by calling these people by various 
names but we still consider them as a group separate from the rest of society. 

Does a person cease to be a member of society just because he reaches his 65th 
birthday? Is he not still just as much a citizen as he was at 64 or 45? He still has many 


of the problems which he had earlier—now intensified and probably compounded by 


some new ones. But he is still an individual with his own wealth of experiences and his 
Own unique background. He does not become a stereotyped “senior citizen” who con- 
forms to all other “senior citizens” any more than he conformed to all other “middle- 
agers” or “teen-agers” when he was in these groups. He is an individual person with in- 
dividual problems and needs. 

Care of the aged involves a great many implications; social economic, medical, even 
political. As hd€pital people we cannot ignore these other factors, even though our main 
interest is in the medical aspect. We do, however, need to examine our attitudes toward 
health care for the older person. Here again we have tended to think of the older person 


as a separate entity in our health program. Health care for the older person should be 


merely an extension of the care we are now providing. There is no disease of the aged; 
there are diseases which occur in old people, but these same diseases occur in other age 
segments as well. As purveyors of health care we must be concerned and willing to 
extend the same quality of care to the older person as we now extend to all of our 
patients. 
A great deal is said and written about avoiding duplication of services in a given 
area; integrating services; providing complete health care to the community; using beds 
for their intended purpose. By planning and providing quality care for the older person 
we can give concrete action to these aspirations. In expansion of facilities, thought 
should be given to the need of providing services for the older portion of the com- 
munity-nursing homes and homes for the aged, with provision for future needed medical 
care. In this way we can achieve an integration of services, proper utilization of the 
general hospital when acute care is needed and, above all, achieve the highest quality 
care for the older person, based on his individual needs. 3 
Catholic hospitals and related facilities have cause for even greater emphasis in this 
area of care. What greater comfort or strength can the older person have than his own 
religious beliefs reinforced by the Catholic institution in which he resides. Here, he 
must have confidence that he will be treated as an individual, a child of God, with the 
uniqueness of his own immortal soul. Here, growing closer to God in his later years can 
become a reality. This is the something extra which a Catholic institution offers in ad- 


dition to a high quality of care. Care for our older people requires more dedication, pa- 


tience and skills of all types, but the rewards are also greater—to the older person and to 
ourselves. We need to expand our services to encompass those who rightfully deserve 
the best we can offer—and stop considering our older people as second class citizens 
needing only second class care. | | | 

Some of the papers printed in this and succeeding issues of HOSPITAL PROGRESS have 


been adapted from speeches delivered at an institute on the administration of nursing 


homes, homes for the aged and other long-term care facilities at St. Cloud, Minn., Feb. 
25-27, 1960, under the joint sponsorship of the Most Reverend Peter W. Bartholome, 


- Bishop of St. Cloud, and the Catholic Hospital Association. PR.D«*® 
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General Problems 


by Miss Ollie A. Randall 


Vice-Chairman 


National Committee on the Aging 


New York, N.Y. 


HE LONG-TERM CARE facility is 
os new phenomenon in any com- 
munity. There has always been the 
hospice for the stranger, which tra- 
ditionally was a shelter, From it have 
evolved the hospital, the infirmary and 
the home for the sick and the aged, 
each offering a different type of shelter, 
for different reasons and often with 
very different types of care. Tradition- 
ally, the administration of these has 
been under the auspices of either re- 
ligious or civic bodies. Also tradition- 
ally, more humane care has been given 
by those groups with religious rather 
than governmental support. 

Until very recently the care has 
been more or less of the holding type, 
consisting merely of shelter, food and 
such personal care as interested or even 
disinterested personnel could provide. 
This might be said to be the uninten- 


tional effect of misguided kindliness, 


arising from the lack of knowledge 
which is now available. This new 
knowledge makes it possible to care 
for people more suitably and results 
_in more people to care for on a long- 
term basis. Whatever else this new- 
found longevity means, it certainly 
means that mankind has a very new 
hold on life, sometimes precarious, 
sometimes strong, but nearly always, 
judging from the standards of yester- 
year, rather miraculous. 

The capacity for survival under the 
difficult circumstances of long-term ill- 
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ness and acute illness, ably abetted by 
the new techniques and drugs that 
medical science provides, is usually fur- 
ther strengthened by the “will to live” 
which is inherent in almost everyone, 
young or old. This situation creates 
serious problems for the individual 
which are at times impossible for him 
to solve by himself. These problems 
are compounded many times for those 
in the community who wish to find 
solutions or means of alleviating the 
problems with a degree of satisfaction 
to everyone concerned. 

The problem of long-term care is 
one resulting from the solution of sev- 
eral others—particularly from controls 
developed for acute and infectious dis- 
eases—which often leave victims with 
chronic illness, invalidism or handicap, 


with or without. occasional periods of 


acute illness. It is rather like the old 
superstition that to pull out one gray 
hair creates several others. This, of 
course, is nothing more than new evi- 
dence of unwonted physical change. 
The new problems of care are evi- 
dences of vast social change com- 
pounded by the complexity of the 
modern social environment. Through 
it all, it seems important to keep in 


mind that longer lives have been 


granted to many people and that if 
science can attain a measure of con- 
trol over severe acute illness, there is 
hope that it can do the same to the 
crippling, handicapping chronic ail- 


ments which are limiting the activities 


of so many and of older people espe- 
cially. | 
What is meant by long-term illness, 


or long-term care? There are many 


definitions, but perhaps the most gen- 
erally accepted one describes a long- 
term illness as one which requires care 
for more than 30 days. In the light 
of this, long-term facilities of several 
types are obviously needed. The hos- 


pital cares for the patient in those 


stages of illness which require both 
intensive medical and nursing care. 
The nursing home, or the infirmary of 
the home for the aged, takes over when 
the patient reaches a state in which his 
needs are for less intensive medical 


care, but usually for more constant and 


intensive nursing care. Beyond this 
is the stage at which the patient can 
be under supervision and, ideally, cared 
for at home. Some 10 or more years 
ago.it was estimated at the National 
Health Assembly that this group rep- 


resented at least 70 per cent of the 


chronically ill, those capable of being 
cared for at home. It seems reason- 
ably certain that today this percentage 
may well be increased if the persons’ 
own homes are suitable and certain 
visiting services are available to the 
patient and his family, if there be a 
family. 

Many of the advocates of proper 
care for the chronically ill person now 
believe that in the acute stages of his 
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illness, the general hospital is the place 
for the patient. This point of view is 
taken by some of the leading admin- 
istrators of special chronic disease hos- 
pitals. This thinking apparently is 
based on the fundamental belief that 
all the services of the general hospital 
should be available to each pattent to 
prevent any unnecessary consequences 
of acute illness, and that rehabilitative 
medical and nursing plans are essen- 
tial to good treatment from its very 
beginning, at least at the point of di- 
agnosis. Primary prevention is no 
longer possible once there has been an 
illness and, therefore, all that is pos- 
sible is a so-called ‘‘secondary” preven- 
tion. This, in the author’s opinion, 
consists of the right kind of treatment, 
at the right time, in the right amount 
and in the right place. 


Admitting Policies 
and Refefrals 


What can all this mean to those who 
work in hospitals, in nursing homes or 
homes for the aged? It seems that the 
first responsibility in any of these care 
facilities\is to keep the primary focus 
on the individual patient; to know him 
as a person, to know his social as well 
as his health situation, and to plan for 
his treatment from the outset with all 
the optimism which today’s knowledge 
of high quality treatment certainly war- 
rants. This means that personnel must 
have not only skill in the science of: 
treatment, but an appreciation of the 


fact that today neither the health 


status of the individual nor his age 
necessarily presents an obstacle to 
great improvement. If administrators 
and supervisors can begin in all their 
facilities to train staffs to the simple 
step of removing from their vocabu- 
lary and from their diagnosis the 
phrase “at his age,’ they will have 
reached a point in treatment which 
helps assure, if not maximum gains, 
at least some degree of improvement. 

Keeping focus-on the patient as he 
is with full concern that his needs be 
provided for when and where necessary 
means that there must be several kinds 
of diagnoses. First, of course, there 
must be a complete diagnosis of the 
health status of the patient, accompa- 
nied by a prognosis by competent phy- 
sicians and psychiatric help. Second, 
there should be a diagnosis of the so- 
cial and economic situation of the pa- 
tient to determine how this relates to 
both immediate and long-term care. 
Third, (and this often doesn’t happen) 
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there ought to be a diagnosis or ex- 


amination of the facility itself in re- 
lation to its appropriateness for the 
patient. And all of these three com- 


bined should bring into being a plan 


with and for the patient, which in- 
cludes recommendations.as to the ad- 
visability of his admission and a 
tentative plan for his transfer or dis- 
charge, when, not if, he gets to the 
point where this can happen. Today, 
if planning is initiated early enough, 
there is more and more possibility of 
this transfer or discharge depending 
upon the ability of the patient to move 
from the hospital, the nursing home 
or home for the aged. 

Many hospital problems of misuse 
of beds are due to inability to move 
patients out to other accommodations, 
or the inability to recognize the feasi- 
bility of this. These derive from a lack 
of planning in the initial stages for 
such an eventuality, as well as, of 
course, a lack of certain other facilities 
in the community. This indicates the 


extremely important role that the so- 
cial worker can and should play in 


planning with the patient, with his 
family and other interested agency or 


agencies. The chairman of the former 
commission on chronic illness once 


described the care of the long-term 
patient as calling for three f’s .. . 
flexibility, flow and focus. Focus has 


been considered first, instead of last, — 


for after all the patient is the only 


_ reason that facilities for long-term care 


exist. But flexibility and flow are es- 
sential to the provision of good care 
of the patient and the optimum use 
of a facility. When the patient reaches 


the point where he no longer needs 


the highly developed hospital facilities 
the flow or continuity of care becomes 
possible through more closely planned 
use of a related facility such as a nurs- 
ing home, home for the aged, or even 
the home of the patient, in an organ- 
ized home program. 


A Two-Way Street 


There is increasing evidence that 
nursing homes and homes for the 
aged can give better care to long-term 
patients and residents if they are for- 
mally affiliated with a hospital in order 
to provide for the general supervision 
of the medical and nursing aspects of 
their programs. All hospitals, how- 
ever, do not welcome this responsibil- 
ity; many apparently think they have 
enough to do without it. But it does 
seem possible that in the various di- 


ocesan programs there is a greater 
potential for this kind of relationship 
than in some of the other situations. 
Arrangements for the transfer of pa- 
tients to the hospital, with the guaran 
tee that the nursing home or home for 
the aged will receive the patient when 
hospital care is no longer indicated, 
have been found to contribute to the 
greater efficiency of each facility. But 
more important to the patient, and 
equally important to his feeling of 
security, is the knowledge that if he 
goes to the hospital, he can come back 
to the home. 


Under religious and philanthropic 
auspices more nursing homes and 
homes for the aged can and must be 
developed with this kind of affiliation 
to assure good care and to put the re- 
sponsibility for the quality of medical 
care where it belongs—with the medi- 
cal profession. Only such a develop- 
ment can stem the rising tide of high- 
cost, proprietary nursing home care, 
which indicates that the responsibility 
of meeting accepted standards for the 
quality of care of long-term patients 
has been evaded at times. 

Thus far this article has emphasized 
institutional long-term care, because it 
is the usual type of care under the su- 
pervision of highly trained technical 
personnel. It should be mentioned that 
one of the most vital elements in 
planning and giving care is that of 
keeping lively and active relationships 
with the family of the patient and the 
community. One discouraging phase 
of the administration of long-term care 


‘facilities is that the patient’s former 
home 


gradually, or even rather 
promptly, separates from him physi- 
cally, socially and emotionally. The 
family circle, if there be one, somehow 
or other seems to close permanently 
once the older person has departed and 
has been admitted to a nursing home, 
and particularly, to a home for the 
aged. To overcome this there must be a 
conscious and continuous effort to keep 
the family in touch with the patient; 
to keep them aware of the possibility 
of enough improvement, tf rehabilita- 
tive care is given, for the patient to 
return home or to the community. 


Patience is Paramount 


The general public must be educated 
to the newly-discovered abilities of 
chronically ill or handicapped persons 
of all ages to recover sufficiently from 
illness to care for themselves, with or 
without auxiliary help, and even to re- 
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turn to paid work. There is, of course, 


no better way of educating all con- 
cerned than by demonstration, as well 
as by continued observation of prog- 
ress during the period of long-term 
care. Giving this kind of rehabilitative 
care as well as working with family 
and relatives may demand even more 
patience than skill; more art in human 
relationships than technical know-how. 
At times, then, it may be much easier 
to settle for the horizontal position of 
the patient and his isolation from his 
relatives, than to cope with the nuis- 
ance he may be because of reluctance 
to work toward his own improvement, 
and the indifference of the family. 


Transfers and Referrals 


Transfers and referrals from one fa- 
cility to another do not just happen. 
They call for very careful planning 
with the patient as well as his family, 
the medical and nursing staffs and 
other agencies. Sound planning here is 
based upon meticulous and detailed 
knowledge of the needs of the patient, 
ability to communicate these to others 
and familiarity with the services of 
the agencies in the community. Such 
planing cannot be confined to one’s 
own facility for care. Procedures for 
transfer and referral must be planned 
in detail to prevent failure, for failure 
can be disastrous for the patient and 
can create a poor record for the refer- 
ring agency. It has seemed to the 
author that transfers and referrals can- 
not be successful, if they depend wholly 
upon: the mechanics of well developed 
procedures. They must be supple- 
mented by personal and professional 
relationships which by their nature 
tend to build confidence among the 
participants. Sometimes, the most vital 
link in the whole process of referrals 
and transfers may be the telephone 
operator. It is the personal relation- 
ship which counts, but it certainly de- 
pends on belief in the integrity of the 
referring agency staff on the part of 
the receiving agency or facility. Just 
two or three referrals in which the true 
condition of the patient is concealed 


or misinterpreted can exhaust a given 
resource very quickly and quite un- 
derstandably. 

Transfers and referrals require of 
a hospital, nursing home or a home 
for the aged a familiarity with other 
social and health agencies, of their pro- 
grams and their criteria for eligibility. 


The necessity for this knowldge in 
areas in which there is an increasing: 


number of highly specialized services, 
both in welfare and in the health field, 
accounts for the growing use of social 
services in long-term facilities. There 
is a noticeable increase in the acute- 
ness of personal and social needs on 
the part of the patient as the period 
of his illness lengthens, with a possible 
decrease in emphasis on the disease or 
illness itself. It has been said that liv- 
ing with an illness over a long period 
of time often demands more courage 
than dying of it. Understanding and 
sensitivity to what transfer to some 
other place of care may mean to the 
patient are fundamental to the success 
of such a process. 


Community Relations 


Relationships with health and wel- 
fare and other community agency 
services are by no means confined to 
transfers and referrals. These agencies 
and services can be and often are 
brought right into the hospital, the 
nursing home or the home for the 
aged. And today they are of infinite 
variety, including social services, nurs- 
ing aides, recreational and library serv- 
ice, pastoral visiting, friendly visiting, 
etc. In rufal areas, facilities probably 
have to depend very largely upon vol- 
untary and church groups to provide 
these extra special things which bring 
the “outside” into the “inside.” 

Some of the most difficult problems 
are those deriving from the fact that 


_ for many patients the degree of restora- 


tion may not be very great and even 
if it is, there may be no home to 
which the patient can return. If such 
restoration is mot very great, the like- 
lihood of a change in the place of care 
for that patient is very remote, if it 


will reach the hundredth year.’ 


“In the next quarter century more individuals will be reaching 
the higher years; in fact, it will be commonplace for many to réach 
| the century milestone. As nature places a higher value on the fe- 
| male of the species it may be predicted that five women to two men 


Edward L. Bortz, M.D., A.M.A. Committee on Aging. 


exists at all. This means that the small 
percentage of the very large number of 
the people whose health and social 
needs require long-term care—really 


long-term, if not actually terminal 
care—presents a very real problem to 
every facility and accommodation for 
them, as well as to the provision of 
type or quality of care and the best 
ways of giving it. It takes only a 


glance at the figures which are given | 


in reports on the length of stay in 
nursing homes and homes for the aged 
to come to the conclusion that many, 
many years and months and days are 
spent in these two groups. How does 
lengthened life in such a setting ac- 
quire purpose or meaning? A home 
for the aged originally had for its 
stated purpose giving a home to its 
residents. As time passes and social 
change occurs rapidly, fewer and fewer 
older people seek a home for the aged 
for the sole purpose of finding a home 
or a shelter. Most are now, through 
public assistance, old age survivors in- 
surance and industrial. pensions, re- 
ceiving income enough to live on in 
their own homes as long as they are 
physically able to manage. So it is only 
at a later age—somewhere in the late 
70’s—and when illness or incapacity 
of one sort or another threatens, that 
people seek the so-called asylum or 
refuge of a home for the aged. This 
changes the character somewhat of the 
services that homes are called upon to 
give. Whether or not they wish to re- 
main residences for “the well ag 

this is not what the public wants or 
needs. So homes for the aged are, if 
they will only so decide, in a very 
strategic position to respond effectively 
to the needs of many older infirm peo- 
ple. They can provide nursing super- 
vision and nursing care in a setting 
with primary emphasis on the home, 
the homelike atmosphere, where feel- 
ing “at home” is regarded as the major 
aim of the facility for these residents. 


What is “‘Home?” 


But this, t00, requires the introduc- 
tion of continuous qualified medical 
supervision by a qualified medical 
board; of appropriate nursing staff 
and accommodations specifically de- 
signed to meet the needs of the physi- 
cally and mentally infirm in a climate 


which uses “hominess” as part of its 


day-to-day therapy. This differs from 
the nursing home, per se, in that the 
primary emphasis is on the health and 
medical needs of the patient, with 
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those provided in the setting with a 
chance, insofar as possible, to approxi- 
mate a home-like atmosphere. The 
very name “nursing home” describes a 
hybrid facility and poses a dilemma 
to those trying to bring the two func- 
tions of nursing care and providing a 
home into some degree of harmony. 
Perhaps it is only fair to say that the 
home for the aged faces a similar di- 
lemma in achieving harmony between 
its home and its infirmary care. 
Obviously if persons are in need of 
long-term care which extends over 
months or years, there must be safe- 
guards against lapse by both staff 
and patients into apathetic attitudes. 
Chronic illness or invalidism is not 
static, but it is, often regarded so be- 


cause change, especially deteriorating 


change, can be insidious and unde- 
tected. It is very easy to let the pa- 
tient lose whatever sense of purpose or 
hope for the future that he might have 
and need. While specialists may be re- 
quired to give optimum care, it is still 
most essential that every member of 
the staff have a real understanding of 
the needs of the patient as a person as 


_ well as a patient. The combination 


of old age—with the usual emphasis 
on its limitations—and a confining ill- 
ness—with long-term and even termi- 
nal aspects—is one that is seldom faced 
by anyone with entire equanimity. 
When this appears to be so, equanim- 
ity has too frequently the qualities of 
fesignation to an unkind, if not a 
cruel fate, rather than the serenity or 
the peace of mind with which last 


"years should be invested. It has been 


said that to zmsure a good night’s sleep 
one must feel sure he can look forward 
to something personally interesting on 
the following day. To make this a 
reality in a nursing home or a home 
for the aged is not easy, but it zs easier 
when all of the staff have an under- 
standing or sensitivity of the part that 
the patient’s state of mind plays in 
helping determine his state of health. 


General Administration 


Since the patient is to be the focal 
point there must be arrangements for 
periodic staff sesisons in which the sit- 
uations of new patients and long-term 
patients or residents are reviewed and 
re-diagnosed. Progress or lack of prog- 
ress should be thoroughly discussed. 
Only in this way can each service treat 
the patient with awareness of him as 
he is. 

This evaluation process, which i$ 


JUNE, 1960 


“With huge numbers of healthy men and women in the middle 
years, that is, from fifty to eighty and beyond, a realistic program 
must be evolved whereby these mature citizens may continue to take 
part in the useful and meaningful life of their communities.” 


Edward L. Bortz, M.D., A.M.A. Committee on Aging. 


used on rehabilitation programs more 
often than in others, is a very helpful 
and successful device. It is one in 
which each department, by its own 
organization, tends to become ex- 
tremely preoccupied with its own in- 
terests in the individual situation. But 
one warning must be given to anyone 
who thinks in terms of what is today 


called in professional parlance “the 


team approach” and that is to be sure 
that the patient and the family are 
members of that team; that they are 
fully aware of what is desirable, but 
even more, conscious of what is actu- 
ally possible. With a common ap- 
proach to a situation, what at first 
seems only desirable may surprise all 
by becoming possible: such is the un- 
predictable quality of the effect of 
personal drive toward an end upon 
which the patient can set his heart 
and mind, or be hélped to do so. 


Quality of Care 


What does all this mean? It means 
that just so long as a person is a pa- 
tient in a facility, there can be no re- 
mission in services, no diminution in 
concern for him. That this is difficult, 
that patience can wear thin or even 
wear out, that there can be more val- 
leys than peaks in this work, everyone 
recognizes. But it can be a greater 
challenge to achieve unexpected re- 
sults in long-term care than in the 
more dramatic episodes of acute ill- 
ness. Perhaps this is a personal preju- 
dice, but it is one which the author 
does not wish to abandon in order to 
have an open mind. If the personal 
care of the patient is a direct chal- 
lenge, then planning for this care is 
one of the greatest challenges that any 
community has today. 

Returning to the role of the reli- 
gious and other philanthropic groups 
concerned, homes for the aged must, 
if they are to respond to the current 
demand that the public is making for 


them, provide a more flexible program 


of care than that which is usually given 
in a facility known as a “home for 
the aged.” With a higher average age 


at admission, brought about by an im- 
proved economic situation and as a re- 
sult a higher average age of people 
who are in residence, no crystal ball 
is needed to help prophesy that more 
nursing supervision, if not more actual 
care, will be needed. 


Changes in Attitude 


It must be remembered that flexi- 
bility is essential as a component in 
over-all planning and a very special 
requirement in planning a facility it- 
self. If a home is architecturally well 
planned, and as the situations of resi- 
dents and patients change, it can de- 
velop its service within these accom- 
modations in such a way as not to dis- 
rupt the total operation of the over-all 
program. Many of the problems in 
administering long-term care in homes 
for the aged are really aggravated by 
the fact that programs are operating 
today in buildings that were not built 
for the kind of service being at- 
tempted. 

Today one can turn to doctors, psy- 
chiatrists, architects, home economists, 
the nursing profession and the social 
worker, and find a response which in 
earlier days in the field was never 
found. People were sure that one was, 
as the French say, “un peu touquée,” 
a little queer for working with old 


people. This feeling has changed and 


now it is fashionable, even stylish, to — 


work in this field. This is a very good 
thing for all to count on in planning. 
This partnership between professional 
groups and technical groups in carry- 
ing out their duties is one of the most 
hopeful signs of the early days of 
1960. 

Albert Schweitzer tells the story of 
going up and down a river in Africa 
one whole day trying to put down in 
two or three words what he felt had 
been the underlying philosophy dur- 
ing his long period of service there. 
He returned at the end of the day's 
search with these three words: “Rev- 
erence for life.” These three words 
might well be recognized as one of the 
tenets of long-term facilities. * 
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MENTAL HEALTH 


Mental Health 
and 


A\ging 


by JACK WEINBERG, M.D.* 


HEALTH is primarily successful adaptation— 
adaptation to internal changes which affect the 
Organism’s perception and interpretations of its environ- 
ment and conversely adaptation to an ever-changing 
scene which demands attention and, in turn, may affect 
the internal physical and emotional self. Each given 
period in the continuance of life may have specific 
stresses which are particularly meaningful to that period 
and which affect the capacity for adaptation and serve as 
genetic factors for the onset of illness. Each phase, when 
compared with other stages, presents both liabilities and 


*Clinical associate professor in Psychiatry, University of IIli- 
nois School of Medicine and attending psychiatrist, Psycho- 
somatic and Psychiatric Institute for Research and Training, 
Michael Reese Hospital, Chicago, IIl. 
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assets which do not exist in the others. The dependency 
and need for protection in infancy and childhood, the 
emotional problems of emancipation and consequent tfe- 
volt in adolescence, and the need for accepting economic, 
social and family responsibilities in early maturity repre- 
sent hurdles in adjustment which may be regarded as 
analogous to those introduced in later years by the de- 
fects occurring with the involutional process and the 
onset of senescence. 

In a broad sense, aging may be regarded as a life-long 
biological process, a continuance of adaptation. It is not 
a stated phenomenon which comes at the end of the 
organism’s existence. Aging is a fluid state influenced by 
variable physiological and psychological factors and by 
the socio-economic and cultural environment whose atti- 
tude the organism embraces, ‘applies to itself and reacts 
to accordingly. To be sure, everyone ages, but it is the 
above-mentioned variables which bring difficulties to the 
aging process at varying rates and in varying ways to dif- 
ferent individuals regardless of their chronological age. 


Age Has Its Advantages 


Many of the changes which take place in middle and 
old age are decrements in physiological and psychological 
Capacities and functions. Furthermore, people enter these 
periods in life carrying with them the scarring of a life- 


‘long struggle at adaptation. Unsolved problems, con- 


flicts, pathological interpersonal relationships during the 
period of development handicap the aged from living 
harmoniously with themselves and others. On the other 
hand, it is generally believed that certain mental functions 
continue to develop or even make. their appearance for 
the first time during these periods. The physical ap- 
paratus necessary for perceptual capacity, as well as other 
mental functions, may well reach a final peak in the 
twenties, but as a rule it is only in the years beyond the 
midpoint that human beings have the experience neces- 
sary to develop fully what one may call wisdom. The 
ability to interpret perceptions far-sightedly, foresee com- 
plex consequences and make wise decisions ordinarily re- 
quires more lived-through experience than the years of 
youth permit. The flowering of talent occasionally ob- 
served in elderly persons vividly illustrates the potential 
for personality development during the later years of life. 
Thus one must consider not only the effects of, and the 
reaction to the deficits occurring in aging, but also the 
potentials for transcending the limitation. Indeed one 


can hold with Schopenhauer that the true measure of 


health is the ability to rise above and function despite 
serious defects. 

What then are the specific stresses of later life? Since 
there are as many variable nuances in human behavior 
as there are humans, it would of course be impossible to 
discuss them all. Some theoretical concepts the basic ele- 
ments of which would be applicable to all humans in any 
given environment can be offered. 

From time immemorial, as man surveyed the world 
he has lived in but had not created, he has been con- 
sumed by a number of burning motivating forces: first, 
to master himself and that about him; second, by his 
productivity to contribute to or alter and modify his 
environment and, third, to belong to and be accepted 
by his own species. To the realization of these am- 
bitions and dreams man of every century has spent most 


HOSPITAL PROGRESS 


% 
| 
é 
€ 
3 


of his adult years. As yet he has never accepted ‘gtace- 


fully the thwarting of these drives, yet the latter is pre-- 


cisely what occurs in later life. 

For the tragedy of aging is the gradual isolation of 
the older person, the aloneness that besets him and the 
loss of mastery or control over his own functions through 
somatic and psychological deficits and over his environ- 
ment through his waning influence. These are the spe- 
cific traumata of later life and although they are closely 
inter-related they will be discussed separately for pur- 
poses of clarity. 


Changing Social Values Isolate Aged 


Isolation is a result of a number of factors. Not 
included in this category are all those who have for 
many neurotic reasons withdrawn from social contacts 
’ and have lived in an isolated state in a crowded environ- 
ment, but all those upon whom aloneness has been im- 
posed are included. There is the reality of the dispersal 
and death of members of the family and meaningful 
friends. Each loss is attended by a disruption in the inter- 
dependent relationships that had previously been set 
up for comfortable living. Each loss liberates within the 
organism an energy hitherto invested in some meaningful 
object which is now unattached and is in search of a new 
object. But. there are no takers. When the aging organ- 
ism attempts to re-establish equilibrium by attempting 
to reinvest the freed libido to new objects in the .+- 
vironment it is met by a wall of resistance. Having lost 
their attractiveness (and thus their erotic values) to the 
ravages of time and productive values to our exacting 
economy, the aged are further rebuffed by our cultural at- 
titudes toward them. 

Excluded from living in the homes of their children, 
often retired from jobs merely because of age and thus 
cut off from the occupational interests which have ab- 
sorbed their creative energies for many years, older people 
tend to feel increasingly isolated. Through social security 
measures and the tremendous elaboration of insurance 
devices, the United States has overcome to some extent 
the hazards of their inability to rely financially on their 
children. However, the gap which severs dependent rela- 
tions between the generations makes it impossible for the 
aged to rely emotionally, as well as financially, on their 
children. Whereas in some cultures parents would ex- 
pect not only to live with their children but to receive 
their continued respect and devotion, older people in 
our future-oriented, child-centered society can be told 
that they are old fashioned, their opinions out of date and 
their capacity to give helpful advice based on lifelong 
experience strictly limited. 


Loss of Control Causes Concern 


More stressful than the above to the aging person 


is the fear of loss of mastery or control over oneself and 
over One’s environment. Realistically there are the wounds 
to self-esteem concurrent with loss of beauty, body at- 
tractiveness and capacity for childbearing in the female 
and decrease or loss of virility in the male and the blows 
to self respect resulting from failure to attain chosen 
goals leading to acquisition of money, prestige or power 
and failure in getting or maintaining marriage or failure 
in reproductive function. Mental health is, as stated be- 
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fore, the capacity of the organism to continue an adapta- 
tion to whatever happens within itself to whatever hap- 
pens outside of the self. It is the ability of the individual 
to fit himself into society and at the same time to be at 
peace with himself, to live up to his own concept of what 
he should be like and to the concept of what society de- 
mands of him. Blows to self esteem and self respect alter 
the human being’s concept of himself and result in emo- 
tional illness. 

All of the above, plus the physiological losses through 


- somatic deficits or disease, implies to the aging organism 


that: “I am not and will not be the same individual that 
I have been before.” The anxiety then is related to the 
fear of loss of mastery or control over one’s emotional im- 
pulses and intellectual capacities. The real fear of the 
old is not so much death as the expectation of possible 
crippling and its attendant dependency and helplessness 
and/or intolerable irrational behavior—behavior unac- 
ceptable to oneself or to others. 

To recapitulate, the outstanding characteristics of 
senescence which threaten emotional health are physical 
decline, loss of erotic values (attractiveness), loss of sup- 
porting figures (family and friends), social and economic 
insecurity and the gradual contraction in the flexibility 
and plasticity of the adaptive mechanism. How then does 


the aging organism respond to these threats? In keeping 


with the theme of discussing some theoretical concepts 


rather than specific entities, the reactions of the person- 


ality to these changes through symptom formation will 
be reviewed. For in the final analysis it is through the 
understanding of the principle underlying the symptom 
that these people can best be helped. 


Ego Employs Defenses 


Psychiatrists have long since recognized that symp- 
toms are not only expressions of a disease process but 
that they are also substitutions and evasive maneuvers on 
the part of the organism to maintain its intactness and 
the integrity of its ego. By “ego” is meant that part of 
the personality which integrates all internal and external 
stimuli and allows for unified action. It is the com- 
promiser between our instinctual drives, with all of their 
irrational demands on the organism, and the moral, ethi- 
cal and cultural forces which are opposed to the chaotic 
expression of these drives. It is the ever alert, watchful 
guardian whose strength depends on its flexibility and 
adaptability. 

The proper functioning of the ego is dependent on 
the physical status of the individual and on the element 
of hope for continued gratification, reward and affection. 
In the aging person, the physical self undeniably under- 
goes biological changes which reduce his efficiency. He 
must, therefore, without alarm, do everything possible 
to maintain a physiological balance which will hamper 
least his physical activities and emotional responses. Mod- 
ern medicine has made the realization of this balance 
much more possible. No medicinal miracle, however, is 
available to supplement the depletion in security and in 
supporting figures which can feed the hope of the aging 
organism for continued gratification. Hope for an im- 
proved state of affairs is somewhat unreal at the twi- 
light of life. 

The decrement in personal, physical and emotional 
assets and the absence of hope for a better tomorrow 
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greatly endanger the adaptive capacities of the ego. To 
master the threat of dissolution of its boundaries the 
ego will utilize all of its previously learned defenses and 
add some new ones to its repertory. These defenses are 
easily recognized as the symptoms which arise. They are 
labeled “defenses” because of the protective quality in- 
herent in them no matter what the distortion from reality 


may be. The major defenses employed by the ego in 


later life are those of regression, rigidity and the exclu- 
sion of overwhelming stimuli. 

Regression is an easily discernible phenomenon in 
all emotional disturbances. When life situations become 
unbearable* when the odds against continued adjustment 
are increased, the organism retreats to earlier methods of 
adjustment. It goes back along the paths it has previously 
traveled with some success. It may return to a previous 
level of adaptation in which the organism had mastery 
Over its environment. The path may be the familiar one 
of increasing incapacity and dependence on others. Thus, 
the familiar observation that old age is the second child- 
hood—a childhood, however, minus the charm and grace 
of youthfulness, universal appeal and acceptance. An 
excellent example of this phenomenon is the return of 
the aged to earlier methods of sexual gratification, that 
is, autoerotic practices, exhibitionism, etc., when the nor- 
mal repressive’ controls begin to fail them and when their 
advances are no more acceptable to others because of their 
unattractiveness. 

Psychic rigidity is another characteristic of the aging 
person. Yet few recognize in it the dynamic principle 
of a defense. The world today is highly complex and 
ever-changing in a fluctuating environment demanding 
constant re-adaptation. To master new situations requires 
the greatest efficiency and integration of the ego. The 
decrease of efficiency of the ego in the elderly is obvious 
and therefore almost invariably calls forth anxiety when 
readjustment is necessary. To avoid crippling anxiety the 
aging person will cling to the plane of adjustment already 
achieved, no matter how faulty. He is loath to give up 
automatized and familiar patterns of behavior and reacts 
tO new situations as to some danger, with peevishness, ir- 
ritability and hostility. Change is regarded with par- 
anoid suspicion and fear, and the individual will ching 
tenaciously to a world in which he has achieved his maxi- 
mum instinctual gratification and his nearest approach to 
a mastery of his environment. This, then, is the familiar 
conservatism which we deplore in the elderly. 

The third outstanding defense characteristic of the 
ego in later life is the exclusion of external stimuli which 
by their confusing diversity may upset the homeostasis of 
the psyche. ‘This is comparable to the exclusion of ex- 
hausting physical activity when one’s heart and muscles 
can no longer respond to too much stimulation. The aging 
person gives up strenuous activity for fear that it may 
deplete his energy and destroy him. Psychically the aging 
person may do the same. The so-called inability to learn 
is a defensive maneuver against the expenditure of energy 
when the reservoir of energy is low. Visual and auditory 
acuity is noticeably diminished in later life. Yet there is 
something selective about the dimming of the two which 
can be explained only on the basis of the exclusion of 
some stimuli when energy to perceive, interpret and cope 
with new stimuli is at a low ebb. The organism thus tries 
to eliminate many stimuli which would tax adaptive 
mechanisms. This may best be illustrated by the follow- 


ing example. Someone will make the remark, “My grand- 


mother doesn’t see too well, but what she shouldn’t see © 


she sees only too well.” Or, “My father doesn’t hear too 
well but that which he shouldn't hear, he hears all right.” 
A remark of this sort is really an observation which can 
be classified as being scientific in nature. It implies that 
the afflicted individual is capable of selection and that 
the defect is not really organic. For were it organic in 
nature, the person suffering from it would probably be 
unable to hear a particular tone or to see in a particular 
direction, etc. However, organically affected organs do 
not exclude certain ideas and permit others to pass their 
perceptive threshold. It is the author’s conviction that the 
aging organism, having at its disposal a lowered psychic 


energy supply and being unable to deal with all stimuli, 


begins to exclude them. This is true of all sensory stimuli 
except possibly for those of the olfactory nerve. 


Psychotherapy Considers Reduced Capacities 


All of these defenses are dynamic mental processes 
rather than fixed habit patterns with organic substrata 
and are, therefore, not beyond therapeutic reach. For all 
practical purposes, however, these symptoms keep the 
elderly out of step with the ever-changing world and most 
often tend to isolate them and to add to their insecurity. 
The therapeutic goal then is first to understand the symp- 
toms and the nature of the defenses, then to modify, at- 
tenuate or work for the acceptance of some of them with- 
out resigning necessarily to further decay. 

The therapeutic approach to mental illness in the 
aged is based on the psychopathology which falls into 
two categories—organic and functional. The treatment 
of the organically determined disturbances which include 
the presenile psychoses (Alzheimer’s and Pick’s disease) 
and the psychoses with cerebral arteriosclerosis, is mainly 
medical, custodial and supportive. These patients must 
most often be hospitalized. (Some forms of brain disease 
are less crippling and require either a brief period of hos- 
pitalization or no hospitalization at all. They respond well 
to tranquilizers under careful management and to- sup- 
portive measures as mentioned above.) It is a mistake 


to disrupt the balance of a family’s life by the stubborn © 


refusal to hospitalize a psychotic parent. One does thereby 
an injustice to both the patient and the family. For only 
in a hospital can the medical needs of these patients be 
properly met. One can do a great deal in the correction 
of the mental aberrations by proper diet, adequate vitamin 


intake and elimination of infectious processes, and 
through drug and endocrine therapy to control the proper. 


interchange of fluids and oxygen: in the brain tissue. 
Furthermore, the tendency to oversedate these disturbed 
patients when they are out of a hospital setting is great. 
Barbiturates and bromides tend to confuse the elderly 
patient, for they are not well tolerated, so that the result 
is greater restlessness, excitability or a comatose condition. 

Then too, the hospitals supply more adequate and 
objective nursing care. Occupational and reactional ther- 
apy as well as mild exercise can best be managed by those 
who are trained to do it. The belief that the family’s love 
and affection for their loved ones will compensate for any 
lack of proper physical care, while at times possible, is 
usually untrue. Unconscious resentments and guilty feel- 
ings creep into the interpersonal relationships and ll 
sense of judgment may be lost. 
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Psychosomatic disturbances, not connected with the 
aging process as such, are not uncommon in older people. 
It is important to recognize this fact for otherwise any 
physical disturbance will be ascribed to organic failure 
and decay. Treatment in these conditions should proceed 
along the same line as psychotherapy at any age level, 
with some exceptions. Caution is of paramount impor- 
tance whenever stormy subjects are to be discussed. The 
therapist would do well at times to indicate to the pa- 


‘tient that a discussion of topics that cause hostility can 
produce physical reactions. Not only is it wise to warn 


the patient but also any interpretations made should be 
cautious, noncommittal and tentative in nature. This is 
particularly true in those psychosomatic disturbances in 
which the blood vascular system is involved. 
Whenever there is demonstrable brain damage the 
therapeutic possibilities are necessarily limited. One can, 
however, help reduce irritability and mood swing through 
an interpersonal relationship of understanding and the 
conveying of this understanding to the patient. By gentle 
discussion of the physiological processes one can lessen 


the patient's feelings of fear and the loss of self-esteem. — 


A person’s own concept of his body, and the imagery that 
he has about it and its function, is faulty at the very best. 
An honest evaluation and orientation of his organism 
can help the elderly person tolerate his physical decline. 
The depressions of the involutional period and later life 
respond surprisingly well to electric shock therapy. The 
risks involved are negligible if proper precautions are 
taken. Patients in their eighties have been treated suc- 
cessfully despite some changes in the cardiovascular 


‘system. 


Therapeutic Determination: 
Therapeutic Approach 


Direct psychotherapy of older people can also be very 


gratifying. One must.make due allowances for their 


reduced vigor, agility and learning capacity. Beyond that, 
therapy can be conducted along the lines of therapy at any 
age level. The skilled therapist who knows the dynamics 
involved has to be more active and more direct in the 
treatment of older people. This is as true of therapy di- 
rected at the level of personal conflict, insecurity and re- 


bellion as it is true of therapy directed at one’s attitudes, 


at manipulation of the environment, at social rehabilita- 
tion and the like. 
The question as to what type of therapy one is to 


employ is dependent on a number of factors. First of all, 
. the physical state of the person and his cardiovascular 


system should be considered in order to determine how 
much the aging organism will be able to endure. Second, 
an evaluation must be made of the suitability of the in- 
dividual for therapy from the viewpoint of his earlier 
adaptation and maladjustments, his capacity for establish- 
ing a workable relationship, and the degree to which 
all of these are modifiable. Finally, it is important to de- 


termine whether the presenting symptomatology is some-| 


thing new in the life of the patient or whether it is a 
continuation of a previously long-existing neurotic per- 
sonality structure. It is obvious from the above that these 
determinations require the services of a trained individual. 
It should be the psychiatrist’s responsibility to decide 
what type of treatment is to be instituted and who is to 
dothe therapy. | 
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Clinicians recognize the enormous importance of the 
relationship and the role played by the psychiatrist. There 
is need for an enthusiastic, optimistic and. genuine ap- 
proach—an active participation in the relationship which 
depends as much on its quantitative aspects as it does on 
the evaluation of its quality. The psychiatrist working 
with the aged must free himself of his feelings of being 
bound by formalistic approaches to therapy. He must be 
willing to venture forth and attempt modifications of 
traditional techniques. Certainly, the psychoanalytically- 
trained psychiatrists who have reported on their thera- 


_ peutic success with the aging were ready to do away with 


the couch and allowed themselves to enter more freely 
into a relationship with the patient. 


Help—and Self-Help 


Further, it is the therapeutic function of the psychia- 
trist to manipulate the environment in which the older 
person lives. This may range from the education of the 


family, friends and those who are entrusted with the care 


of the aged as to the needs of the patient and the mean- 


ing of the symptoms, to a dogged gnawing at the con- 
science of society for a better emotional climate for our 
aging population. 3 
There are, of course, steps that the individual himself 
can and should take to promote his own mental hygiene. 


They are as follows: 

1. Special attention to adequate diet, proper vitamin intake, 
precautions against the elements, comfortable living quarters and 
prompt correction of physical disorders are important yet sec- 
ondary steps to mental hygiene. In order to postpone mental 
deterioration every person should learn what the signs of it are 
and should realize that they begin insidiously and increase with 
age. One should be made aware of the fact that there will be a 
tendency to an increase in mental fatigability, to a weakening 
of initiative, to progressive memory disturbances and to an 
impairment of capacity to concentrate and think clearly. Interest 
in new things may wane; childishness, stubbornness and obstinacy 
may appear; meddlesome trends may develop and neglect of 
personal appearance may become noticeable—all are character- 
istics of aging which the individual should know and learn to 
combat early. 

2. While mandatory retirement is questionable, neverthe- 
less the gradual yielding of physically taxing jobs seems effective 
and desirable. It would be advisable that in one’s prime one 
should learn some other skill or vocation best suited to the in- 
dividual’s physical and mental capacities. One should also make 
peace with the idea of a lower remuneration despite one’s senior- 
ity at a given place. An inventory of one’s interests, potentialities — 
and capacities could easily be obtained through psychological 
laboratories and thus guide the aging person in the proper 
choice of a secondary vocation. Though special .tests to assess 
aging and those especially designed to measure physiological 
strength of the aged are practically non-existent, fairly accurate 
evaluations can be made by existing tests applicable to our 
adult population. | 

3. It is well for the maturing parent not to invest all of his 


or her emotional life in the children. One ought to maintain 


two identities, one of the parent who assumes his responsibilities 
to his children without hope of reward and that of an individual 
who has a responsibility to himself and to the world that he lives 
in. Just as children are educated and provided for, so also must 
the elderly educate themselves and provide for their future. One 
must continue with the constant enhancement of one’s values. 
Interest in the community, the nation and the world should be 
sharpened with advancing years. Participation in communal life 
is an excellent sublimation for previous familial give and take. 
It is particularly gratifying for it is more objective and since one 
expects no reward from others, the reward is more satisfying 
for it is all personal and self-achieved. The community with 
its churches, welfare agencies, schools and political organizations, 
has a great deal to offer to the mature person. Participation in 
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its activities, actively and not passively, is certain insurance for 
a prolonged healthy mental life. “Business, politics and religion,” 
‘wrote Benjamin Rush (one of the spiritual fathers of the Ameri- 
can Revolution and father of American psychiatry) in 1789, 
“which are the objects of attention of men of all classes, impart 
a vigor to the understanding which, by being conveyed to every 
part of the body, tends to produce health and long life.” 

4. Cleanliness and an attractive personal appearance add 
to self-esteem and the acceptability of oneself by others, the lat- 
ter being such an important factor in mental hygiene. To again 
quote Dr. Rush, “The dress of old people should not only be 
clean, but more elegant than in youth or middle life. It serves 


to divert the eye of spectators from observing the decay and — 


-deformity of the body, to view and admire that which is al- 
ways agreeable to it.” 

5. Equanimity of temper, while very difficult to maintain, 
nevertheless should not be abandoned because of the privileges 
| that age bears. Peevishness, fretfulness, bad manners and ill- 
/ tempered reactions are common indulgences which only serve 
- to alienate the family and people. Irrascible old people are 
commonly portrayed on the stage and screen where they may be 
very “cute,” but in real life they are shunned as the plague. One 
should avoid these reactions if one is to lessen one's isolation and 
‘the avoidance of oneself by others. 

6. Nothing can be more boring to family or friends than 
the oft repeated stories of the aged. The oldster must guard 
himself against this infringement on the rights of others. One’s 
interesting life experiences are that because of one’s own pe- 
culiar self. What may be interesting to one may be a bore to 
others. The glories of the past may be and are vital to the in- 
dividual person but are not vital to his friends. Recounting of 
the past relentlessly only indicates the paucity of the meaning of 
the present.3 If that is so, then by it, one indicates disinterest 
in the people living about one, a fact which can arouse only 
antagonism in the listener. One's interest and attention should 
be riveted to the present. There is much that is good and merits 
attention in the present no matter how much one may attempt 
to negate it by the memory of the “good old days.’’ One should 
by all means make a strong conscious effort to avoid relating 
incidents more than a few years past. 

7. Symptoms of emotional disturbances as they arise should 
not frighten the aging person. As already indicated they serve 
a useful purpose. One should heed their danger signal and seek 
help from properly trained people. They should send no one 
into a panic, but rather to the consultation room for proper 
guidance and evaluation. Elderly people have a tendency to be 
on the lookout for ill health. Do so and it is sure to come. The 
important thing is not to anticipate ill health but when symptoms 
do appear to deal with them through the proper channels and 
not to allow them to dominate one’s life. 

8. Finding of hobbies and recreational facilities are other 
adjuncts to mental health. Human beings have many potetitiali- 
ties hidden in them—potentialities which have been repressed 
during a busy life. With greater leisure time which comes with 
age, the individual has the opportunity to give free expression 
to hidden talents. But even if a person cannot express himself 
in painting, in music, etc., there are other numerous hobbies 
which he can follow. 

9. The maturing person must learn to compromise with 
Situations and meet adversity valiantly. Dissatisfaction in old 
age is very likely to go unrequited and a lot: of trouble can be 
saved by accepting the inevitable. It is good to meet daily prob- 
lems as they arise and it may be worthwhile to remember that 
the laws of nature are such that they will accommodate the body 
and mind to all the natural evils to which, in the common order 
of things, they are necessarily exposed. 


Finally ic must be emphasized that the preparation 
for an adequate adjustment to senescence is a life-long 
task and is embodied in the very process of living. It is 
based not only on the development of economic and social 
security but on the steady growth and development of 
inner resources and strength. When all else fails, a man 
should be able to fall back upon his capacity to live with 
himself, strengthened by spiritual, esthetic and _philo- 
sophical values. A philosophy of life based on proper, 
not false goals, less worry and tension, is the eventual 
safeguard against mental deterioration. * 
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Ts OBLIGATION to provide spir- 
itual care for residents of homes 


ies with pastors and chaplains, first of 
all, then with administrators and, in 


a general way, with all the personnel 
actively engaged in their care. There 
are two attitudes toward old people. 
One is typically human and unin- 
spired, revealing little reflection and 
no Christian principles. The other is 


the Christian attitude, the fruit of our 
- Christian culture, based as it is on the 


light of faith and Christian practice. 


One Attitude 


While scientists, medical authori- 
ties and institutions have gathered a 


-yast amount of information about the 
phenomena of old age, (data which is 
needed to improve the condition of old - 


people), there is a popular attitude 


which falls short of a Christian sense 


of responsibility. Civilization in a ma- 
terialistic age idolizes youth and physi- 
cal beauty and the strength and acti- 
vism that go with it. The public 
press, entertainment and education to 
a great extent, cater to the young and 
glorify their existence at the expense 
of great spiritual advantages that come 
with riper age. If old folks often feel 
forgotten and unwanted today, then 
one can. well blame the climate of 
public opinion. 

Remind the older people at every 
turn that they cannot compete with 
youth and a sense of being useless will 
creep upon them quickly. Keep before 
the public eye only the foibles of se- 
nility, the symptoms of deterioration 
and disorder in extreme age—the fal- 
tering step, the loss of memory, ner- 
vous insecurity, incoherence of speech, 


weakened senses, imagined pain, de- 


lusions and wrinkles—and observe this 
highly effective psychological device 
inducing in the aged those very symp- 
toms. Hold up to the aged this ma- 
terialistic mirror and do not wonder 


that they become strangers to them- 
selves and to their own families and 


friends. 


Old age has wiitten glorious chap- 
ters in the history of mankind, in every 
field of religion, virtue, learning and 
culture (except the athletic field) , gov- 
ernment and the professions. A young 
generation would be ungrateful were 
it not to plant itself squarely on the 
spiritual wisdom, the serene detach- 
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ment and warm kindliness of its elders. 

One can see the insufficiency of such 
a mentality in modern society by con- 
trasting it with the Christian ideal. A 
first step in the spiritual care of aging 
people is to foster a new mentality 
founded on faith, a new humanism 
based on Christian values. That does 


not mean denying the good to be 


found outside the fold of faith in other 
programs, but in elevating and perfect- 
ing that good in the full light of reve- 
lation. The intrinsic value of every 
human person, no matter how young 
or how old, how healthy or sick, is an 
age-old truth of Christian living. The 
supernatural value of every life and 
every day given to live on this earth, 
comes not from the various philoso- 
phies of mankind, but from the revela- 
tion of Jesus Christ as taught in His 
Church. 

Therefore old age is not a calamity, 
but a blessing. No matter how the 
world may neglect the old, each day of 
life comes from God and is the means 
of grace and new eternal merit. It is 
fitting that there be a reaction even 


against a worldly terminology which 


stigmatizes as “senile,” and ridicules 
anything that shows signs of old age. 


Another element in this call for a 
Christian attitude is to reverence old 
age for its wisdom, experience and 
merits; for its sacrifices and  perse- 
verance. The constant affirmation of 
positive good from the past, of remind- 
ing the aged of it, is truly a matter of 
justice. A constant phrase in the Old 
Testament is “in bona senectute,” “a 
blessed old age” (Genesis 25,8; Judges 
8,32, etc.) , which reminds us how God 
looks upon a long life. This divine 
attitude can be summarized as: 1) a 
sign of honor and wisdom, 2) a sign 
of God’s blessing, 3). a means of teach- 
ing trust in divine Providence and 4) 
a symbol of justice and holiness. ‘Some 
illustrative texts are: © 

Proverbs 16,13: “Old age is a crown 
of dignity, when it is found in the 
ways of justice.” 

Leviticus 19,32: “Rise up from thy seat 
in reverence for grey hairs, and honor 
the person of the aged man, and fear 
the Lord thy God.” 

Ecclesiasticus 25,8: “Much experience 
is the crown of old men, and the fear 
of God is their glory.” 

Ecclestasticus 9,24: ‘The word of the 
ancients (shall be praised) for its 
sense.” 

Wisdom 4,8f: “A seniority there is that 


claims reverence, owing nothing to 
time, mot measured by the lapse of 
years; count a man grey-haired when 
he is wise, ripe of age when his life 
is stainless.” 


The classic Old Testament examples 
of devotion to old people ate found 
in the Books of Ruth and Tobias. Both 
Ruth and Tobias give us the inspired 
divine attitude toward aged parents 
(and in-laws). Each of them brought 
joy to the aged as the “staff of old 
age” on which the old people could 
lean for support. If one reads the en- 
tire Books, one cannot escape the. con- 
clusion that affection and love are even 
more valuable in the young than ma- 
terial support given to the old. These 
biblical examples must form the Chris- 
tian mentality. The Sacred Scriptures 
are there for instruction. What is read 
in Proverbs 17,6 applies equally to all 
times: 

“Children’s children are the crown of 

old men, and the glory of children are 

their fathers.” Ecclesiasticus 8,7 reminds 
all: ‘‘Despise not a man in his old age, 
for we also shall become old.” 

Surely, as modern Christians look 
for models of old age, on which to 
pattern their lives and thinking, they 
can discover no more beautiful ex- 
amples than those of Simeon and Anna 


in Luke 2,25,52; 2,36,38: 


“And behold, there was in Jerusalem a 
man named Simeon, and this man was 
just and devout, looking for the ‘conso- 
lation of Israel, and the Holy Spirit was 
upon him. And it had been revealed 
to him by the Holy Spirit that he should 
not see death before he had seen the 
Christ of the Lord. And he came by in- 
spiration of the Spirit to the Temple. 
And when His parents brought in the 
Child Jesus, to do for him according to 
the custom of the law, he also received 
Him into his arms and blessed God 
saying, 
‘Now thou dost dismiss thy servant, 
O Lord, according to Thy word, in 
peace; Because my eyes have seen thy 
salvation, which thou hast prepared 
before the face of all peoples, A Light 
of revelation to the Gentiles, and a 
Glory for thy People, Israel.’ 
“And there was Anna, a_ prophetess, 
daughter of Phanuel, of the tribe of 
Aser. She was of a great age, having 
lived with her husband seven years from 
her maidenhood, and by herself as a 
widow to eighty-four years. She never 
left the Temple, worshipping with fast- 
ings and prayers night and day. And 
coming up at that very hour, she began 
to give praise to the Lord, and spoke of 
Him to all who were awaiting the re- 
demption of Jerusalem.” 


What priest, what administrator, 
what nurse does not sigh at the 
thought and wish that all her patients 
should be like Simeon and Anna, look- 
ing for the redemption, the consola- 
tion of Israel, never leaving the 
Temple, taking the Infant Christ into 
their arms and blessing God! 

Here can be seen the pattern’ for 
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what follows. Christ the Savior came 
into the lives of these old people, to 


fulfill their hopes and to bring them — 


consolation. Significantly, He came to 
them as a Child, perhaps to symbolize 
their second childhood, perhaps to ful- 
fill their longing for youth, for new 
life and offspring. Psalm 91,15 pro- 
claims that thought: “They (the just) 


shall bear fruit even in old age; vigo- | 


rous and sturdy shall they be.” These 
hopes and. expectations ought to be 
fostered in them, under the guidance 
of faith. Even now Christ comes into 
their lives in the Mystical Body. 


Old People in the 
Mystical Body 


The Mystical Body was called by 
_ Pope Pius XII “the social Christ,” that 
is, the union of Christ, the Head, and 
of His members in the Catholic 
Church on earth. Together they form 
what St. Augustine called “the whole 
Christ.” Our Lord taught this visible 
and spiritual union in the picture of 
the vine and the branches, the flock 
and the shepherd, and in various para- 
bles. St. Paul has given us the well- 
known idea of the body-members and 
Christ the Head. It is a supernatural 
society, with all kinds of members and 
gifts and functions, distributed by the 
Holy Spirit. St. Paul received his first 
insight into this reality when he was 
‘persecuting Christians. Then the glori- 
fied Christ appeared to him and gave 
him to understand that he was per- 
secuting Christ in His members. So 
intimate is the union of Christ with 
His members, that He considers the 
good and evil done to Christians as 
done to Himself. “Amen I say to you, 
as long as you did it for one of these, 
the least of My brethren, you did it for 
Me” (Matthew 25,37ff). The Apostle 
Paul learned this lesson so well, that 
he regarded his own sufferings as 
united with those of Christ. 

The aged, the feeble, the sick are 
all actual or potential members of the 
Mystical Body of Christ and Christ 
must be seen in them. In them Christ 
becomes visible, just as the Pope, the 
bishops and pastors visibly represent 
Our Lord. Pope Pius XII said, “Ac- 
custom yourself to see Christ in the 
Church” (Mediator Dei), and “Love 
the Mystical Body in human beings” 
(Mystict Corporis). There is no re- 
tirement age from the Mystical Body; 
on the contrary, here the old become 
the object of care and love, the weaker 
they are. 
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The weaker members must be loved 
the more for their weakness with the 
same love as for Christ. Otherwise 
treason is committed to Christ in His 
Mystical Body. It is this high doc- 
trine that inspired Pope Pius XII to 
say the following when he referred to 
hospitals as “These symbolic temples, 
which is what one considers hospitals 
to be. Beloved ons, it is our wish that 
this mystical but real presence of Him 
in the person of your sick may become 
the driving force behind your activi- 
ties, whatever part of the staff to 
which you belong.”—"In hospitals 
there must be no thoughts, words or 
deeds contrary to the Presence of 
Christ: sacramental in the consecrated 


_ Host and mystical in the person of the 


sick.” (author's italics.) “Whoever 
takes advantage of a physical ailment 
to harm the souls of the sick will pro- 
fane something particularly sacred.”— 
“Special care must be given to the 
souls."—‘“Where necessary the soul 
must be healed, so that no patient 
leaves this earth to meet his Master 
without the prescribed nuptial garment 
of sanctifying grace.”—“All—each one 
according to his own possibilities— 
must continue, as always, to be the 
comforting angels of the sick... .” 
(Address to 300 members of a Milan 
Hospital, reported in The Advocate 
July 7, 1956). 


The Pope Speaks: 
Pius XIil on the Aged 


“The word ‘infirm’—from the Latin 
in-fumus, not firm, not strong—indi- 
cates a being without strength, without 
firmness. Now in every family there 


are generally, first of all, two cate-. 


goties of beings that are weak and 
therefore stand in greater need of at- 
tention and affection: children and 
old people.” 

“The aged: People are sometimes, 
perhaps unconsciously, hard with re- 
gard to their little demands, their in- 
nocent manias, wrinkles that time has 
impressed on their souls, like those 
that furrow their faces, but that should 
not make them more venerable in the 
eyes of others. People are easily in- 
clined to reprove them for what they 
no longer do, instead of reminding 
them again, as they deserve, of what 
they have done. One smiles, perhaps, 


at their weakening memory, and one 


does not always recognize the wisdom 
of their judgments. In their eyes 
blurred by tears, you will look in vain 


for the flame of enthusiasm, but you ~ 


can see the light of resignation in 
which there already burns the desire 
of eternal splendor. . . ” (Address to 
married couples July 14, 1940, quoted 
from The Pope Speaks. The Teachings 
of Pope Pius XII. Compiled by 
Michael Chinigo. Pantheon. 1957, pp, 
72-74.) 


Charity for the Aged 


In the Mystical Body 


It should be clear that a Christian 
attitude toward the aged comes under 
charity in the Mystical Body. There is 
emerging a’ new science called geron- 
tology, which concerns itself with the 
observation of facts (individual, social, 
psychological) and the solution of 
problems concerning old people. It 


would be fitting to organize similarly 


a Christian body of knowledge under | 


faith concerning their spiritual care. 
This paper cannot hope to do that, as 
it concerns only some aspects and the 
importance of long-range spiritual care 
for the aged. The importance of such 
care may be summarized: | 

1. Because of the span of years over 
which the old age decline takes place, 
all possible spiritual means must be 
available to give religious strength to 
various types of people. These means 
are the Sacraments and sacramentals 
(blessings), prayer, (private and com- 
mon), reading and meditation, retreats, 
conferences, and spiritual direction, 
and a spiritual apostolate of offering 
the trials and sufferings of old age. 
Spiritual care should come to the pa- 
tient also in an imperceptible manner, 
almost casually, like the drink of water 
that goes with the medication they re- 
ceive. The daily word of encourage- 


ment and inspiration is not less im- 


portant because it seems so incidental; 
it is the fruit of the nurse’s own daily 
meditation. | 
2. Because they are living members 
of the Mystical Body, their prayers, 
suffering and battle for virtue have the 
greatest dignity and value. What 
Christ has done for them and is doing 
for them still is just as important as 
what He is doing for everyone. He 
sanctifies them and associates them 
with Himself in the work of His Re- 
demption. Therefore, the reception of 
the Sacraments ought to be as frequent 
and as fervent as possible under the 
circumstances. These are the means of 


the greatest consolation, as they bring 


the Savior intimately into their lives 
and unite them to God. All possible 
personal help in the preparation for 
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frequent Confession and Commanion 
ought to form part of a spiritual pro- 
gram. Left to themselves, they easily 
slip into mechanical and less fruitful 
reception. 

3. Because death deaws nearer with 
each day, it is important that they face 
it in the best Christian spirit. If death 
means final union with Christ and an 
eternity of happiness, then that Chris- 
tian spirit is one of joyfulness. The 
author has in mind a large hospital of 
incurables, where there is a great and 
visible joyfulness in all the patients, 
due to the good work of the sisters 
and nurses. The aged are awaiting 
“the Redemption of Israel,” the Sec- 
ond Coming of the Judge, whom they 
do not fear but welcome. They are 
the rich, ripe, ready harvest of the 
Church, who triumph in Christian 
hope over all fear. The timely recep- 
tion of the Sacrament of the Last 
Anointing will work its Christ-like 
effect according to the way they face 
and prepare for death. The optimum 
fruits of this Sacrament depend on the 
timely reception and the best personal 
dispositions. Here one needs to recall 


a) that the Sacrament of the Last 


Anointing is specifically for the sert- 


ously sick, estimated by prudent judg- 


ment to be in some danger (even if 
not approximate), and b) that its ef- 
fect is primarily a spiritual strength- 
ening of the whole person, to be te- 
ceived when that person has the use 


of his faculties, even if these faculties 


are largely unfit. and without vigor 
to face the great crisis. 

If necessary for the man’s salvation, 
not only his mental faculties are raised 
up, but even his bodily health is re- 
stored. (Ep. of St. James 5,14f.). Re- 


call c) that the effects are propor-_ 


tioned to the varying subjective dis- 
positions of the patient and therefore 
it is very wrong to wait with the 
anointing of the sick until they are 
dying and can offer little or nothing 
in the way of dispositions. This is a 
most serious mistake, still too common 
in families, homes and _ institutions. 


_ Whether the crisis of sickness that calls 


for this Holy Anointing be a preamble 
to a short and severe suffering, or to a 
long protracted: illness, the effect 
should be an intense supernatural life 


in the sick person, a restoration of 


spiritual vigor, a remedying of con- 
Cupiscence, a fitness to elicit ‘intense 
love and the crowning of a life of 
virtue. 

Hence this Sacrament should bes re- 
stored to its best function and not 
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have its purpose frustrated. Therefore, 
d) the aged who are judged to be in 
danger of death should receive the 
Sacrament as soon as possible. It can 
be repeated at intervals, just as for 
the chronically ill. Here can be ex- 
pected some of the greatest blessings 
of the Sacrament, because it is pre- 
cisely their debility which looms so 
large in the aged and the spiritual 
effect of the Sacrament would seem to 
promise, quite normally, the lessening 
of debility as a remedy of sin. That 
the Sacrament brings Christ the Savior 
into their lives of suffering comes as a 
great fulfillment of their expectation, 
as with holy Simeon and Anna. This 
leads to a final point, the redemptive 
significance of suffering. 

4. Victory over infirmity, sickness 
and old age lies in merit rather than 
in health. Jesus did not come to abolish 
death, nor to rejuvenate old people, 
nor to make the poor rich. He came 
to redeem, to unite men to God. When 
He left the earth, He said He would 
return and abide always. This means 
that He has not forgotten or aban- 
doned the aged, any more than the 
young or the middle aged. He has not 
left them orphans. Our dear old folks 


= be raised to the best faith and 
Cc 


harity, the highest charity of which 
they are capable. Their specific prob- 
lems must not blind anyone to the 
working Presence of Christ and His 
active love for all humanity. 

To elicit high and pure charity in 
the aged requires high and pure 


‘charity. True charity is benevolent 


giving of self and of God to others. 
The laws of Jesus’ charity must govern. 
One’s charity is perfect in proportion 
as it imitates His charity, manifested 
in the Garden of His Agony and on 
the Cross of Calvary. Charity is most 
Christlike when it is vicarious. That 
is the highest mark of Jesus’ redemp- 
tive work—living and dying for 
others. The spiritual vocation of old 
age 1s an apostolate of suffering and 
prayer for others. It is their glorious 
new usefulness, they have a most im- 
portant work to do, a task that no 
one else can do. 

Homes for the aged will be truly 
houses of God if they can foster in 
residents an active charity of prayer 
and self-offering for others. The very 
trials and handicaps suffered will be- 
come pure sacrifices of holocaust to 
God. The loss of security, the loss of 
relatives and the consequent isolation 


‘and loneliness will be a means of union 


with Christ’s abandonment and a 


source of new moral strength. The 
fears and the obsessions which can 
otherwise paralyze the will to charity 
tor God and neighbor will make them 
unselfish, because the aged receive a 
divine power from the fears that Christ 
Himself suffered. Charity will trans- 
form their inner rebellion into joy- 
ous long-suffering. Charity will ele- 
vate their deep sentiments and attach- 
ment for home into an attraction for 
their heavenly home and God's Father- 
hood. Charity will make time, once 
heavy on their hands, a welcome in- 
strument for the conversion of all 
kinds of sinners. Charity will make 
bitterness, impatience, distrust, miser- 
liness, sensitiveness and all the rest 
into peace, a blessed and detached ripe 
fruit for heaven. 

“The gift of oneself to those who 
suffer” (Pius XII), in tender charity 
and compassion, is a shining example 
to the aged, which in turn will elicit 
from them pure charity. And so homes 
and hospitals can become great spir- 
ttual powerhouses for the Church, for 
the diocese, for the parish. Charity 
will harness vast energies for the serv- 
ice of the Mystical Body, positive spir- 
itual energy which like a mighty 
stream could otherwise spend itself in 
doing damage, or simply be wasted. 
Old age can and must become the 
savior of the times. Hidden lives, of- 
fered in love for a forgetful and young 
generation, will flower and bear fruit 
once more in the divine life of grace. 

With old Eleazar of II Machabees 
(6,27) the aged patient will pray: 
“Wherefore by departing manfully out 
of this life, I shall show myself worthy 
of my old age.” With the Psalmist 
(36,25): “Neither in my youth, nor 
now that I am old, have I seen a just 
man forsaken. . .” He will apply to 
himself the words of Jesus, once 
spoken to Peter: “Amen, amen I say 
to thee, when thou wast young, thou 
didst gird thyself and walk where thou 
wouldst. But when thou art old, thou 
will stretch forth thy hands and an- 
other will gird thee, and lead thee 
where thou wouldst not” (John 21,18) 

In spiritual fruitfulness the aged 
will share in the great outpouring of 
Christ’s Spirit preached to Peter: “And 
it shall come to pass in the last days 

. that I will pour forth of My 
Spirit upon all flesh... and your 
young men shall see visions, and your 
old men shall dream dreams” (Acts 
2,17), in the days of Pentecostal full- 
ness, when old age becomes the joy- 
ful instrument of new children of God. 
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OF MEDICAL INTEREST 


Medica 


by CHARLES J. 


EFORE BEGINNING this discussion 
B of medical care in long-term care 
facilities, it is necessary to delineate the 
scope of the problem. At one end of 
the spectrum is the time-honored home 
for the aged. In many localities this is 
a rather large institution to which per- 
sons in relatively good health gain ad- 
mittance. The staff of such an institu- 
tion is comparatively small and resi- 
dents are expected to be somewhat 
self-sufficient; they should be able to 
dress themselves, to carry out various 
personal necessities such ‘as going to 
meals, to the bathroom, etc. As time 
goes on—and this is not a long span 
of years—various chronic illnesses, per- 
haps latent at the time of admission, 
become more pronounced and residents 
manifest these illnesses in the form of 
strokes, episodes of heart failure, etc. 

A home for the aged is responsible 
for providing its residents the necessi- 
ties of life and one necessity is ade- 
quate medical care. This care must be 
kept within proper perspective—it is 
only one facet of service which the pa- 


*Dr. Thill is medical director of the 
Loretto Hospital and Sacred Heart Home, 
Chicago, and assistant clinical professor of 
medicine, Stritch School of Medicine, Loy- 
ola University, Chicago. 


66 


In 


Care 


|_ong- | erm 


Facilities 


THILL, M.D.* 


tient needs. This is in contrast to the 


acute hospital where the illness is the . 


primary concern and all forces of the 
institution are focused on this specific 
problem. It becomes impractical, eco- 
nomically prohibitive and perhaps un- 
charitable to found a home for the 
aged today on the theory that the home 
will be responsible for the care of a 
resident “1 as long as he conforms 
to the criteria fulfilled upon admis- 
sion. Progressive change must be ex- 
pected. 

At the other end of the spectrum is 
the so-called nursing home where pa- 
tients already afflicted with major man- 
ifestations of chronic illness are ad- 
mitted. In other words, they are 
accepted with the realization that a 
certain amount of their personal care 
must be furnished by the personnel of 
the institution. For this reason, the 
staff of a nursing home must be larger 
and cost of operation proportionately 
higher. It is frequently difficult to draw 
a line between these two institutions 
and the infirmaries of many so-called 
homes for the aged have within their 
confines a large nursing home. 

As one sets up the requirements for 
any one of these institutions, the neces- 
sity for providing an adequate medical 
department must be considered. Vari- 


Ous arrangements can be devised and 
each has its particular advantages. One 
method could be the so-called single 
responsibility for medical care. This 
would be similar to certain service de- 
partments of acute hospitals, especially 
pathology and radiology, where for 
efficiency of operation and economy it 
has been found expedient to retain the 


services of one individual who is re- - 


sponsible for the supervision and con- 
trol of the department. In the long- 
term care institution, medical care 1s 
one segment of the service provided 
and it may be feasible to retain a single 
responsible physician. Single responsi- 
bility requires that the person ap- 
pointed have a fairly broad training 
and interest in medicine. His utiliza- 
tion of proper consultation and access 
to other facilities, especially acute hos- 
pital facilities, is imperative. 

‘In some communities, medical cov- 
erage is provided by the free choice 
of doctors. One should contrast this 
to an open staff hospital. This obvi- 
ously enhances the rapport between the 
institution and the community but it 
sometimes presents a problem as to 
ultimate patient responsibility. When 
an individual doctor accepts the re- 
sponsibility, it is relatively simple for 
the administration to work out with 
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him a definite plan of coverage. This 
usually means daily rounds and avail- 
ability for emergencies. When private 
doctors are called, they frequently tend 
to place priority of institutional pa- 
tients down the list of their responsi- 
bilities and as a result coverage may be 
less than ideal. In large cities, dis- 


tance of physicians from the home may © 


constitute another difficult problem for 
coverage. If a number of physicians 
ate permitted to furnish medical care, 
the administration must be assured of 
the adequacy and codperation of all 
and some organization is necessary. 
This can be done by designating a phy- 
- sician responsible for ultimate medical 
care who will supervise the work of 
the other men and be responsible if 


they are not available. Occasionally — 


the visiting men resent the interference 


of this physician or, on the other hand, 


they may excessively rely upon him, 
especially in covering emergency and 
night calls. 

The third possibility is a well-organ- 
ized, self-governing medical _ staff 
pledged to work together for the care 
of the patient. It is necessary to de- 
fine the type of staff which is mot being 
considered here. It should not be a list 
of all the physicians of the community. 
All too frequently their only contact 
with the home will be attendance at 
the annual staff dinner. Nor should 
it be made up of the busiest, most 
_ prominent consulting physicians of the 
city. Their services can be sought as 
needed on an individual basis and they 
* can grace the list as consultants. 

The active staff must be made up 
of an interested group of dedicated 
men who will take care of all illnesses, 
including the routine, less spectacular 
ones, which are by far the most fre- 
quent. To anyone interested in medi- 
cal staff organization, the Joint Com- 
mission on Accreditation of Hospitals 
has set up- various principles which 
have been published in booklet form. 
Broadly speaking, these principles ac- 
cept the fact that responsibility for all 
facets of patient care rest ultimately 
with the governing board. This. in- 
cludes housekeeping, nursing care, pro- 
vision of equipment and physical fa- 
cilities as well as adequate medical 
care. The governing board can dele- 
gate responsibility for the medical care 
to a-self-governing medical staff. This 
staff must hold meetings to work out 
methods by which care should be ad- 
ministered, evaluate the adequacy of 
work being done, educate the staff and 
study infractions of the rules and rec- 
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ommend disciplinary action if neces- 
sary. | 
The establishment of such a medical 
staff is not easy. It requires the co- 
Operation of all members and makes 
demands upon their time. In a com- 
munity where there is an active medi- 
cal society, where there is an acute 
hospital requiring attendance at meet- 
ings and placing other responsibilities 


“upon its members, it may be difficult 


to gain necessary codperation. The 
staff would be responsible for the phar- 


macy facilities with its formulary, for 


applicant, to make an estimate whether 
he already displays severe mental de- 
terioration or whether he can be ex- 
pected to adjust to his new environ- 
ment. As mentioned above, a home 
should accept responsibility to keep 
patients once admitted unless they be- 
come seriously psychopathic or require 
care not available in the home. But 
this obligation does not make it neces- 
sary for them to accept a certain type 
of patient upon admission, unless their 
defined purpose and objective is that 
type of care. Bringing a disturbed pa- 


“In the long run, good medical care is the least expensive form 
of medical care, regardless of social group.” 


Dr. I. Jay Brightman, Executive Director, New York State 
Interdepartmental Health Resources Board. 


physical medicine and other facilities; 
it would advise on admission policies, 
on the policies for extended medical 
care and upon the type of medical 
records to be maintained. | 
Once the plan for medical care is 
established, one can set up the criteria 
for admission. This depends upon the 
objectives which the institution ex- 
pects to fill in a given community and 
upon the regulations set by various 
political governing bodies. In Illinois, 
for instance, the uniform. laws gov- 
erning nursing homes and homes for 
the aged specifically state that seri- 
ously senile patients cannot be ad- 
mitted to institutions unless estab- 
lished for this purpose. After the ob- 
jectives have been determined, a 
method must be devised for screening 
applicants and the admitting physical 
examination can provide for this. 
The admitting physical examination 
can serve other very important func- 
tions. The most important would be 
to provide a base line of the patient's 
condition upon admission and a com- 
parison for later examinations. Con- 
ditions may at this time be discovered 
which will require treatment while in 
the home. This can prevent a diabetic 
coma or some other emergency from 
occurring later. Since most homes for 
the aged and nursing homes do not 
have hospital facilities, patients with 
obvious surgical conditions or other 
conditions requiring treatment should 
be cared for before admission. As has 


‘been said, the examination provides a 


screening mechanism to ascertain that 
applicants admitted to the home con- 
form to the objectives set up by the 
institution. It also provides an oppor- 
tunity to study the personality of the 


tient into a home makes it more diffi- 
cult to care for the adjusted ones al- 
ready present. 

The administration, with medical 
advice, must decide what laboratory 
procedures will be of benefit. An ad- 
mission chest x-ray, a blood count and 
a urinalysis and perhaps a serology, 
will be exceedingly helpful in later 
care. The admission examination at 
the Sacred Heart Home in Chicago 
has utilized a form based upon one 
suggested for use as a periodical health 
inventory. Some changes were made 
upon it so that it applied to older 
people and pinpointed some of the 
conditions of special interest to the 
staff. 

The question arises as to whether 
the admission examination should be 
made by the family physician or by a 
representative of the home. If the ex- 
amination is used as a screening de- 
vice, it should be carried* out by a 
physician designated by the home. 
Many families are anxious to have 
their relatives admitted. This is es- 
pecially so in those cases which may 


not fit into the admission program of — 


the home. Pressures may be placed 
upon the family doctor and a more ob- 
jective report will result if the exam- 
ination is carried out by an impartial 
examiner. 

Consider the variety of medical 
problems which are seen most fre- 
quently in this group. Recently a little 
92-year-old lady applied to the Sacred 
Heart Home and, in spite of a very 
careful survey, no evidence of serious 
physical ailments were found. True, 
she demonstrated the major manifesta- 
tion of aging, namely, atrophy or gen- 
eral bodily shrinkage. There was a 


67 


i 


B 
f 


| 
| 
{ 
i 
j 
j 
} 
| 
4 
if 
4 
| 
| 
| 
; 
‘ 
i 


thinning out and a flabbiness of the 
muscles of the body; there was some 
slowing of the neurological processes 
(reactions and reflex changes); the 
heart was small and shrunken. Not all 
applicants are this fortunate. Many 
show a multiplicity of deteriorated 
bodily processes which, rather than 
being due to old age, are manifesta- 
tions of so-called chronic diseases. 
Chronic illnesses are divided 
roughly into four major categories. 
The first and most serious is arterio- 
sclerosis or hardening of arteries. 


If there is a gradual lessening of the 
blood supply, the nourishment of each 
nerve cell is reduced and it becomes 
smaller in size, so-called atrophy, with 
a concomitant reduction in efficiency 
of the various functions associated with 
brain activity, both sensation and 
motor. On the other hand, sudden clots 
in brain vessels may develop, produc- 
ing a stroke with paralysis, usually of 
one side of the body. Patients usually 
sutvive these strokes, but there is a 
residual difficulty in using the arm, in 
walking and occasionally in talking. 


“Without the incredible successes of modern medicine, our aged 
would be relatively few in number, and their needs relatively easy 
to meet. But you have brought added years to millions, and in the 
process set the scene for sweeping social changes.” 

The Honorable Robert B. Meyner, Governor of New Jersey. 


: Though it occurs most frequently 
among the aged, it is also seen in 
young people. It usually has a patchy 
distribution, involving one organ more 
than others. The structures whose ar- 
‘teries are most frequently affected are: 
the heart, the brain, the kidneys and 
the extremities, particularly the legs. 

The problem of arteriosclerosis in- 
volving the heart is very well known 
today. If it is a slowly developing 
process, the openings in the blood ves- 
sels of the heart are gradually de- 
creased, the amount of oxygen and 
nourishing substances to the heart mus- 
cle are reduced and waste products ac- 
cumulate. In an attempt to compensate 
for this, the heart enlarges to pump 
more effectively. Manifestations of 
oxygen lack and waste accumulations 
show themselves first upon effort as 
the so-called anginal syndrome, a se- 


vere suffocating pain sensation under — 


the breastbone and radiating into the 
left arm. Later pain may be present 
even at rest, and congestive heart 
failure with swelling of the legs, and 
other complications may occur. A 
more dramatic type of manifestation is 
coronary thrombosis. Here a clot de- 
velops rather suddenly in a blood ves- 
sel previously damaged by the accumu- 
lation of calcium within its walls. This 
causes an obstruction of the vessel, 
with resultant death of part of the 
heart muscle which is unable to get an 
adequate blood supply. Some patients 
die with coronary thrombosis, though 
most survive the attack and live for 
long periods of time but the damaged 
heart may then function less efficiently 
than before. 

The same type of changes may be 
noted in the blood vessels of the brain. 


In the kidneys, arteriosclerosis causes 
changes and possibly the development 
of abnormal chemical substances which 
may result in the elevation of the 
blood pressure or hypertension. Many 
of the cases of hypertension in this 
age group seem to be due to arteri- 
osclerosis of the kidney vessels. Arteri- 
osclerosis of the lower extremities oc- 
curs and these patients complain of 
pain in the calf muscle of the leg upon 


walking and a lessening when this ac- 


tivity is discontinued. Cold, pale ex- 
tremities and sometimes gangrenous 
changes due to death of the tissue of 
toes or feet are other developments. 
Arteriosclerosis is frequently associated 
with a diabetic condition. 

The second group of chronic ill- 
nesses is that associated with arthri- 
tis or some ‘type of affliction of the 
joints. The most dramatic type of 
arthritis is rheumatoid or . atrophic 
arthritis which accounts for consider- 
able pain and very remarkable de- 
formities. It is primarily a disease of 
young people. Arthritis itself is not a 
killer and its effects are seen in stiff 
joints and marked bony deformities in 
aged persons. Acute attacks of rheu- 
matoid arthritis are sometimes seen in 
later life. The most common type of 


arthritis in the aged is the so-called 
hypertrophic arthritis, due primarily 


to wear and tear. It is a disease of 
bony overgrowth, occurring primarily 
in the weight-bearing joints. It is pain- 
ful, but not remarkably deforming. 
The third group concerns the neo- 
plastic diseases of which cancer and 
sarcoma are the most frequent. They 
occur more frequently in the older age 
group but again also in young people. 
Compared with arteriosclerosis and ar- 


thritis their course is more rapid with a 
shorter period of serious illness. One 
aspect which should be mentioned jis 
that cancer cells, like normal cells, 
multiply less rapidly in the older age 
group. As a result the outlook is fre- 
quently better and rather prolonged ar- 
rests and even cures may occur fol- 
lowing surgical removal or other 


.therapy now available. 


In the fourth group, the so-called 
Metabolic Diseases, medicine has made 
some very definite advances. Diabetes 
and Pernicious Anemia are two illus- 
trations of- these metabolic diseases. 


_ Not all factors are known about their 


cause, but means are available for their 
satisfactory control. The outlook of 
these previously fatal metabolic dis- 
eases has been enhanced during the 
past several decades. One metabolic 
disease which should be mentioned is 
obesity which shortens the outlook for 
a long life and contributes to many 
other conditions, as diabetes and gall 
bladder disease. 

The acute illnesses experienced by 
any other age group are also frequently 


seen. Colds and more of their severe 


complications, including pneumonia, 


-are examples. Afflictions of the feet 


are common. These patients have large 
hypertrophic nails, many have grossly 
deformed toes, corns and callouses and 
the arteriosclerosis which is usually 
present makes treatment a greater 
hazard. 
Treatment and treatment facilities 
must be carefully planned. When a 
resident of the home becomes ill, the 
physician must make the following de- 
cision. Can the patient be treated more 
efficiently at the home or in another 


type of facility? Often weight will 


be given to the answer by the fact that 
the aged do not adjust well to change 
and frequently the value of keeping 
them “at home” offsets the advantages 
that hospitalization provides. In the 
majority of cases one comes to the 
honest decision that the hospital offers 
nothing more than does the home and 
the physician should expect to carry 
Out most treatment there. This means 
that laboratory facilities must be avail- 
able, though greater dependence must 
be placed upon clinical diagnosis. than 
is usually necessary in hospital cases. 
Rapid, simple diagnostic procedures 
which are quite helpful can be utilized. 

There is room for differences of 
opinion concerning the necessity of 
x-ray facilities. The high cost of tech- 
nical service today makes x-ray cost 
prohibitive in most places. This is es- 
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pecially true in the more populous 
communities where adéquate x-ray fa- 
cilities are available within a short 
distance at a general hospital. Such 
specialized procedures as gastro-intesti- 
nal x-rays should logically be done at 
the hospital, and if a patient has other 
than the most simple fracture, hos- 
- pitalization will probably be necessary 
for correction. Because of simplicity 
of operation, an electrocardiograph is 
a very worthwhile instrument, and a 
nurse or sister can be taught to use it 
in a short time. | oO 

The problem of treatment and medi- 
cation could be the subject of this 
entire discussion, but space permits 
only a brief outline of a working phi- 
losophy upon this subject. One of the 
main reasons for the rise of medical 
care Costs in an institution where many 
physicians participate is the fact that 
each has his own ideas concerning 
medication. If a home is small, the pre- 
scriptions are usually filled by an out- 
side pharmacy. However, if the num- 
ber of patients is large, it is well to set 
up an arrangement by which at least 
the standard medications are ordered 
in quantity and are dispensed in the 
home. . Either a registered pharmacist 
or the licensed physician himself must 
assume responsibility for the distribu- 
tion of drugs. This provides a savings 
which may be enough to make it pos- 
sible for even very expensive medica- 
tions, used judiciously, to be available 
for old age assistance and other low- 
income patients. 3 

By federal legislation and some state 
legislation, certain drugs cannot be dis- 
pensed in this way. A special license 
is required for dispensing narcotics 
and it is simpler to order them: for 
each individual as needed from a li- 
censed pharmacy. The amount of nar- 
cotic drugs that is necessary is usually 
extremely small and it is remarkable 
how pain can be controlled in most 
cases with other medications. In the 
State of Illinois, barbiturates, amphet- 
amine and several other drugs are 
classified in a dangerous drug category. 
They must be carefully stored and 
closely accounted for in the nursing 
home. The legislation of the state 
should be consulted in this matter. In 
a well-organized home today the use 
of oxygen, intravenous fluids and 
other injectable preparations should be 


as readily available as they are in a - 


general hospital. 

There is increased emphasis today 
in keeping of adequate clinical rec- 
ords. In some they are required by 
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security. 


“These latter decades of life should mean a release from pres- 
sures and responsibilities and an opportunity to pursue both old and 
new interests and hobbies. This renewed and zestful approach to 
life can be achieved by many mature men and women in their own 
homes or in residences where the wisdom and experience of the 
elder generation are recognized and given full scope in the numer- 
ous creative and recreational activities offered. This new concept 
of geriatric care, based on the results of social, psychological and 
medical research, is carried out at the Mary Manning Walsh Home 
for elderly men, women and married couples. The primary objec- 
tive is to promote the general physical, mental and spiritual welfare 
of the residents as well as to help them achieve a sense of emotional 


published by the Mary Manning Walsh Home, New York, N.Y. 


W here Somebody Cares 


law for homes for the aged and nurs- 
ing homes. Rules as to adequate rec- 
ords vary with individual states. Ac- 
cording to the rules of the Illinois 
Uniform Act for Homes for the Aged 
and Nursing Homes, a chart must be 
maintained with a record of an initial 
medical examination, a _physician’s 
order record, dated and signed for each 
entry made by the physician, and 


nurses’ notes with a definite notation 


concerning the condition of each resi- 
denf made at least once daily. If indi- 
cated, this must include temperature, 
pulse and respiration. As one can 
readily appreciate, if the resident is 
healthy, this nurses’ report may become 
quite routine and a time-consuming 
procedure. At the Sacred Heart Home, 
in addition to those required, a de- 
tailed record on infirmary cases and a 


record of all acute illnesses is kept. 


If the medical service is to be ef- 
ficient, a method for handling medical 
emergencies must be planned. If there 
is coverage on a daily basis, the num- 
ber of emergencies will obviously be 
greatly reduced as many will be an- 
ticipated. With well trained personnel 
—and this includes nurses who have 
become aware of the problems most 


frequently encountered in such an in- 
stitution—some of the medical emer- 


gencies can be handled on a telephone 
basis. However, a physician must be 
available when the necessity arises. 
With a number of physicians attend- 
ing individual patients, a call schedule 
can be arranged as is done for the 
emergency services of most hospitals. 
The other alternative would be to have 
a house physician who would be avail- 
able when other men are not able to 
take care of their own calls. These 
arrangements are subject to local con- 
ditions and vary from one locality to 
another. 


In summary, medical care constitutes 
just one aspect of long-term care. The 
responsibility for this medical care 
must be delegated by the governing 
board to competent individuals.. The 
possibility of loose physician relation- 
ships were discussed and the fact that 
these do not always provide availa- 
bility was stressed. A staff organization 
was suggested; this requires codpera- 
tion and time of interested physicians. 
The last alternative would be single 
medical responsibility charged with 
provision of definite service within the 
institution and responsible for pro- 
vision of consultants and the facilities 
of outside institutions when necessary. 
Patients cared for in long-term facili- 
ties are subject to acute illnesses simi- 
lar to those experienced by other mem- 
bers of the population. On the other 
hand, their physical condition is fre- 
quently impaired by the presence of 
some chronic illnesses and the great 
groups of these include arteriosclerosis 
or hardening of the arteries, arthritis, 
cancer and the metabolic disturbances. 

Some evaluation should be made of 
patients upon entrance into the home. 
A large share of the required medical 
attention should be available to them 
within the home itself. Probably only 
the more serious diagnostic problems, 
severe fractures and surgery need be 
carried out in other areas. The need of 
an adequate supply of drugs and yet 
an economical approach to the drug 
problem is necessary and in many 
places the purchase in quantity may 
be the answer. All facets presented 
are merely possibilities and each home 
must adopt its own principles of ac- 
tion. A definite delineation of objec- 
tives and free discussion between the 
administrative and medical personnel 
will make for a smoother and more 
efficient operation. | * 
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REHABILITATION 


Rehabilitation, 


by JOHN A. HACKLEY, Supervisor, Rehabilitation Education Service, 


HE REHABILITATION Education 
Service of the Illinois Public Aid 
Commission has been a three-year ac- 
tion service program co-sponsored by 
the United States Office of Vocational 
Rehabilitation, the Illinois Public Aid 
Commission and the Forest Park Foun- 
dation. This demonstration project 
was designed to ascertain whether or 
not rehabilitation services at the nurs- 
ing home level could successfully 
improve the conditions of chronically 
ill and disabled patients, provided the 
personnel of those nursing institutions 
had been adequately trained in reha- 
bilitation techniques. This research 
program was begun in January of 
1957. It is believed that in three years 
this program has proven conclusively 
that rehabilitation services at the nurs- 
ing home level can be dramatically ef- 
fective in returning chronically ill, dis- 
abled and aged patients to greater 
personal independence. 
In its original description, the pro- 
ject proposed to imvestigate three 
things. First, could the existing staffs 


of nursing homes be trained adequately — 


to provide rehabilitative care at the 
nursing home level? Second, what 
types of teaching materials, guides, 
manuals or visual aids could be de- 
veloped and prove effective in imple- 
menting this kind of training? And, 
third, what method of training seemed 
to prove most effective in providing 
the actual training to nursing home 
personnel, both initially and on an on- 
going basis? 

For this study 34 nursing homes in 
Illinois, not only proprietary nursing 
homes, but public and voluntary in- 
stitutions as well, were selected. They 
are located in 25 different counties in 
every representative part of the State 
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and range in size from 15 to 237 beds. 
The communities in which these nurs- 
ing facilities are located are of varying 


sizes and, naturally, of varying charac- 


ters. The smallest is a community of 
200 in which the nursing home is the 
only facility other than a general store 
and a gasoline station. The largest 
community is Chicago, with its vast 
concentration of community services, 
organizations and resources. 


Beginning Affiliation 


The staff of this project is composed 
of four rehabilitation nursing consult- 
ants, two occupational therapy consult- 
ants and a supervisor. It is divided 


‘into two training teams, each com- 


posed of two rehabilitation nurses and 


* one occupational therapist, with one 


of the nurges acting as team super- 
visor. Medical direction of the project 
staff is provided by the Director of 
Research and Education of the Peoria 
Institute of Physical Medicine and Re- 
habilitation. 

The criteria by which co6perating 
nursing homes have been selected for 


‘participation in this program have 


been quite liberal. A nursing facility, 
through its administrator or governing 
body, must voluntarily request partici- 
pation and have a full time registered 
nurse or licensed practical nurse in di- 
rect supervision of the nursing service. 
The nursing facility must have as an 
intake policy the acceptance of public 
assistance patients and it must be cur- 
rently licensed as a nursing home by 
the Illinois Department of Public 
Health, the iets. agency of the 
State. 


Prior to the initiation of a training 


program, there must be sufficient inter- 


est on the part of the attending phy- 


sicians as well as assurance of their co- 


-Operation. The nursing home is asked 
to select the person on the nursing ~ 


home staff who will have primary re- 
sponsibility for: ongoing supervision of 
rehabilitation nursing in the home and 
also to select that person whom the 
project’s occupational therapist will 
train as its activities director. Lastly, 
the nursing home is asked to* provide 
certain basic equipment that will be 
necessary in both the nursing area and 
in the occupational therapy area. The 


project staff provides supply lists for 


this purpose. 

The training team is in a nursing 
home five full days a week for a 
period of six to eight weeks. The 
length of time required is governed 
primarily by the size of the nursing 
facility and the number of personnel 
to be trained. During this time in the 
nursing home, a class of one hour is 
held each day for approximately the 
first three weeks. This class may be 
repeated once or twice in the same 
day, at the convenience of the nursing 
home, in order that all personnel may 
be trained. 


At Lectures & Bedside | 


Although concentrated work is done 
with the person who has been desig- 
nated as the nursing home’s rehabilita- 
tion nursing supervisor, it is required 
that every member of the staff, espe- 
cially those who have contact with pa- 
tients—and including the administra- 
tor—must be present for all classes. 
The occupational therapist specifically 
trains in a very concentrated way that 
person the nursing home has desig- 
nated as the activities director, yet 
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Service 


illinois Public Aid Commission 


every member of the staff attending 
the classes receives lectures in the basic 
aspects of occupational therapy to de- 
velop an appreciation, on the part of 
the nursing staff, of the role of oc- 
cupational therapy in the total treat- 
ment picture of the patient. 


Besides actual lecture sessions, the 


project staff works at the bedside with - 
individual staff members, helping them 


carry over into their daily care of pa- 
tients those techniques and procedures 
which have been taught to them in 
class sessions. Obviously, no. patient 
in the nursing home is permitted to 


receive any rehabilitation nursing serv- — 


ices or be involved in any way in the 


- occupational therapy or activities pro- 


gram of the nursing home without ex- 


_ press written prescription of his at- 


tending physician. 


Evaluation-Retraining 


After the initial training period 
with the nursing home, the entire team 
of the project returns to that nursing 
home one day a month for follow-up 


visits which provide an opportunity - 


to discuss questions, resolve problems 
and to assist in program development. 
One year after the initial -training 
period, the training team conducts a 
two or three-day evaluation of that 
nursing home’s ongoing program. Im- 
mediately following this evaluation 
visit, the strength and the weakness 
of the existing program are discussed 
with the administrator and key per- 
sonnel. 

At that time the training team is 
Prepared to remain in the nursing 
home for a period of approximately a 


_ week to provide additional short term 


fe-training in areas of program. weak- 
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ness. The project staff is convinced 
that continuous follow-up by the train- 
ing team is essential to retain initial 
gains and to assist in the program’s 
maturation. Continuous follow-up defi- 
nitely has proven to be an extension, 
a vital part, of training. 


Effects are Obvious 


If nursing home rehabilitation serv- 
ices are to be geared to the patient as 
a total individual rather than on the 
basis of his diagnosis or disability, the 
nursing home must have a realistic 
concept of its role in the total com- 
munity. Every effort is made by the 
project staff to familiarize the nursing 
facility with the many existing and 
potential resources of the community. 


Special emphasis is given to the public 


and private agencies whose services 
should be available to nursing home 
patients. Also adequate public _inter- 


‘pretation of the nursing home and its 


program and the needs of its patients 
is encouraged. 

The occupational therapy consultant 
of the project staff assists the nursing 
home and its activities director in the 
enlistment, screening and training of 
an initial nucleus of volunteers. The 
activities director is apprised of the 
nursing home’s responsibility to its 
volunteers and in the approptiate use 
of volunteers. 

The project staff, firmly believes 
that not only does the nursing home 
staff profit from this kind of training, 
but that ultimately patients themselves 
derive real benefits from this change 
in the character of nursing home care. 
A study of the discharge figures of 27 
codoperating homes for the year im- 
mediately preceding this training and 


for the year immediately following 
this training shows an increase of 
“Home” discharges from 19 per cent 
of total discharges the preceding year 
to 26 per cent “Home” discharges the 
year following training. There is, like- 
wise, a marked decrease in the num- 
ber of discharges to general hospitals, 
a slight decrease in the discharges to 
mental hospitals and increases in dis- 
charges to sheltered care and room and 
board situations as well as to less skilled 
nursing facilities during the year fol- 
lowing this training, as compared to 
the year prior to this program. An im- 
measurable aspect of the effectiveness 
of rehabilitation care in these nursing 
institutions is the extensive return of 
greater independence to patients who 
still require nursing home care and the 
effect of rehabilitation upon shortening 


the nursing home stay of discharged: 


patients. 


Rehab Means Independence 


The term “rehabilitation” is becom- 


ing more and more popular today. It 
is the current “fad,” so to speak, much 
as mental health has been, and still is 
to some extent, and before that, tuber- 
culosis and polio. Such an upsurge in 
popularity frequently causes such a 


word as “rehabilitation” to take on a 


multiplicity of meanings. 

Perhaps the best definition for re- 
habilitation was given by Ruth Hub- 
bard—Rehabilitation is a philosophy 
and a set of skills and techniques di- 
rected toward helping the patient do 
as much as he can, as well as he can, 
for as long as he can. Such a definition 
takes into consideration not only the 
maintenance of current independence 
and the return of independence, but 
it also places an equally important em- 
phasis upon the time element—for as 
long as he can. What is really con- 


sidered here is the difference between 


lip service and action in terms of per- 
sonal and aggregate belief in the ef- 
fectiveness of rehabilitation. 

It has been said that rehabilitation 
is everybody’s business. Many people 
have taken exception to this expres- 
sion. But even those who. take excep- 
tion to it do maintain that although 
rehabilitation may not be everybody's 
business, it by all means should be 
everybody’s interest. 

Exclusive of the direct medical im- 
plications of physical medicine and re- 
habilitation, this discussion concerns 
itself with the philosophy of rehabili- 
tation primarily from the institutional 
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standpoint and, therefore, primarily” 


centers around the role of administra- 
tion in establishing and maintaining an 
institutional program that is imbued 
with the philosophy of rehabilitation. 

Certainly the program in Illinois has 
shown in a very graphic way that no 
program of rehabilitation within an 
institution can in any appreciable way 
be permanent or effective without the 
understanding and enthusiastic sup- 
port and participation of the adminis- 
tration. Every aspect of the institution 
must reflect the philosophy of reha- 
‘ bilitation and only administration has 
a direct role in every facet of the in- 
stitutional program. 


Program Reflects Concepts 


No matter how esthetically beauti- 
ful and fire resistant and modern the 
physical building may be, what hap- 
pens within that facility—the kind of 
program it offers and how it views the 


people it proposes to serve—rests to a. 


great extent in the vision and imagi- 
nation (or lack of same) possessed 
by the administrator. 

The administration of every institu- 
tion has a concept of the total func- 
tions, purposes and objectives of that 
specific institution. This is the most 
basic consideration of any institutional 
program—that is, the total concept of 
the specific facility. In this very ele- 
mentary consideration of the institu- 
tion should be found the first evidence 
of rehabilitation philosophy. The in- 
stitution exists to provide the service 
residents need and to provide a setting 
in which patients or residents may live 
as normally and as independently as 
possible. The institution should never 
exist merely to provide a setting in 
which staff personnel may satisfy per- 
sonal needs to serve others, perhaps 
to such an extent that those to whom 
service is directed are actually robbed 
of independence by being  over- 
whelmed with kinds of care and assist- 
ance they do not require at the time. 

If rehabilitation truly involves not 
only the physical but the emotional, 
social, economic, vocational and spir- 
itual considerations of the person, then 
the philosophy of each institution, as 
well as the character of its service and 
the design of its institutional program, 
must tangibly reflect this total con- 
sideration of the individual. It is said 
often that patients should not be dis- 
cussed as room numbers or as a diag- 
nosis or by some other classification, 
but should be thought of and planned 
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for and treated as individuals—and yet 
often, in spite of this declaration, in 
practice one sees a constant abuse. 


Recognize Capacity 


A long-term care facility must es- 
pecially be concerned with all aspects 
of the individual patient and the en- 
tire range of his needs as an individual. 
It must remain sensitive to the chang- 
ing medical needs and service require- 
ments of its residents. 


most two thousand patients, has dem- 
onstrated that there is a complexity of 
problems and needs found among 
long-term and aged patients that is 
rarely seen when working with short- 
term acute illnesses, such as are found 
in Community general hospitals. _ 

The economic, social and living ar- 
rangement needs of patients may be 
as important contributing factors to 
their néed for institutionalization as 
any pathology or specific diagnostic 
entity which presumably necessitated 
hospitalization or institutionalization. 

The intake policies or admission 
policies of institutions should, like- 
wise, reflect the rehabilitation philoso- 
phy or consciousness by which that 
facility is guided. And no less im- 
portant, intake policies should reflect 
an accurate appraisal of the limita- 
tions of the institution and the serv- 
ices it offers (and doesn’t offer). It 
seems equivalent to medical neglect 
for an institution to accept a patient 
whose total medical and related needs 
cannot be completely and adequately 
met by the existing staff and program 
of that institution. 

It has been emphasized that a phi- 
losophy of rehabilitation should be re- 
flected in the concept of the role of the 
institution and its intake policies and 
procedures. Naturally, all this would 
be of little avail unless the services 
themselves embody practical applica- 
tion of this same philosophy. And this 
embodiment depends primarily upon 
four elements: administration, train- 
ing, supervision and communication. 

Rehabilitation was defined as a phi- 
losophy wnd a set of skills and tech- 
niques. Assuredly the philosophy, once 
it permeates every facet of the pro- 
gram, should affect the character of 


the service; but rehabilitation requires’ 


more than simply “thinking right.” In- 
service staff education programs are 
essential to provide any desired change 
in service. Such training should reach 
every member of the institution’s staff 


The Illinois 
program, through direct work with al-. 


—the administrator, nurses, practical 
nurses and aides; housekeepers, cooks 
and maintenance personnel — every- 
one who in any way has a part in the 
life of the patient and in the life of 
the institution. 3 

The need for ongoing supervision 
should be as obvious as is human re- 
sistance to change. All members of 
the staff need help and guidance and 


support, particularly when they are 


being asked to change long-established 
work habits and patterns of thought. 
It may be far more effective to initi- 
ate training at the manual level—givy- 
ing tangible, demonstrable techniques 
and procedures—permitting the theo- 
retical considerations to permeate this 
training in a subtle but consistent way. 


Communicate—or Fail 


The third component mentioned 
was communication. This essential is 
so basic one cannot over-emphasize its 
importance or warn too seriously that 
poor staff communication, especially, 
can be one of the greatest saboteurs 
of an institution’s rehabilitation pro- 
gram. Everyone who is in the daily 
life situation of the patient must have 
relatively the same personal goals, must 
know all the clearly defined institu- 
tional goals and unquestionably share 
identical goals for and with the pa- 
tient—rehabilitation must, in a word, 
characterize the entire 24-hour a day 
care and service of the institution. 

The author is fully aware of the 
communication problem within Cath- 
olic institutions. But there exist few 
problems that cannot be resolved with 
attention. and effort. There can be a 
particular block in communication be- 
tween the religious and lay members 
of the staff, professional or non-pro- 
fessional personnel. Likewise, there 
can be no semblance of effective com- 
munication between the superior and 
the bedside worker when the admin- 
istrator is too far removed from the 
actual program conduct of the insti- 
tution. All have heard a great deal 
about the team approach to patient 
care, but please remember there can 
be no team—nor dan there be seam 
work—unless everyone who should be. 
on the team knows he’s on the team, 
is treated as a team member, and is 
given an opportunity to share in the 
work and gratifications associated with 
successful care. 

Those in rehabilitation profess con- 
cern for the patient as a total person— 
of body and soul—of dignity and re- 
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spect—of intellect and will. They are 
also implying two things: one, that 
any team approach in rehabilitation 
calls for the patient (especially) and 
then his family or significant loved 
ones to be vital members of this team, 
not just at the last moments before 
some specific action, but from the very 
moment of preliminary — planning. 
Some of the very best teachers during 
the three-year project in Illinois have 
been patients and their families. 

The second implication is that the 


.. responsibility to provide training to 


implement and sustain a rehabilita- 
tion program must first extend to the 
patient and his family and then to the 
patient’s community. On every side, 
people involved in rehabilitation pro- 
grams belabor the problems of patient 
motivation. And yet it is obvious that 
no one, as a patient, would clap his 
hands with joy to face a problem of 
rehabilitation treatment for himself if 
he knew not what it would involve, 
how long it would take, whether it 
would hurt, what he could expect as re- 
sults and just what others expected to 
rehabilitate him for or to do. Any man 
would resent such treatment and would 
feel no one respected his human dig- 
nity if he had not been able to partici- 
pate in such plans. 


Involve the Family 


The corresponding need for family 
involvement is apparent. Much has 
been said and written of the various 
reasons families seek institutional care 
for loved ones and of the conflicting 
emotions they may simultaneously ex- 
perience. The nursing home has to be 
a substitute family for the many who 
are unwanted and unloved by their 
own and spiritual counseling and social 
service can be very beneficial tools in 
such situations. Fears of families can 
be allayed by keeping them involved 
in the life of the patient and keeping 
the patient an active member of their 
lives. There is an obligation to develop 
an understanding on the part of the 
family of the patient’s true condition, 
the program of care designed for him, 
the purpose and goals of treatment, the 
patient’s continued response to care, 
and the family’s role in the total care 
picture for this patient. Personal needs 
for gratification or martyrdom, and the 
need to be weeded must never combine 
to cast the family in the villain role. — 

As for the community, several re- 
sponsibilities are involved, both in 
terms of the institution and the pa- 
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follow?” 


“Rehabilitation fortunately is very contagious! A rehabilitation 
program in an institution can be sparked by one person—one with 
love, and vision, the energy of a pioneer, the hope of a child, the 
faith of a martyr. We have come to see our way of life evolve from 
the death and rebirth of one Man. When we see one person, cruci- 

fied by disability and sickness to a living death, reborn by the vi- 
tality of such dedicated people, armed with the most modern and 
effective methods of care—who among us will not rise up and 


John A. Hackley, 


tients whom it serves. The. agencies 


and other institutions need to know 
what each institution sees as its proper 
place in the total medical care picture 
of the community. They need to know 
its admission policies and the rationale 
behind them. They need to know the 
kinds and intensity of service it offers 
—and the limitations of its services. 


Use the Community 


Beyond this, the community needs 
to know the patients and their prob- 
lems. The philosophy and objectives 
of each rehabilitation program in 
terms of the patient must involve 
broader needs than those which can 
be met merely within the institution’s 
walls. These community resources and 
services may well be needed by various 
patients and these patients have a le- 
gitimate claim to them. 


This means, ultimately, that illness — 


and its accompanying institutionaliza- 
tion in no way makes any patient a 
less valid living member of his com- 
munity. Any institution that views its 
program as benevolent imprisonment 
is so diametrically opposed to the 
meaning of rehabilitation that it is 
frightening to contemplate. Those nurs- 
ing homes are really fostering depend- 
ency who make every interest and 
service institution-centered. Residents 
and patients should be constantly en- 
couraged to look to the community for 
as much of their activity as is com- 
patible with their current abilities and 
conditions. 

This does not imply that there is 
no need for programs within the home; 
—the need is tremendous. There is 
such a thing as Dr. Howard Rusk calls 
the “malignancy of idleness.” This 
should never exist in any home of any 
size. 

In summary the following observa- 
tions might be useful: 


1. The care of the aged is not. 


nearly the beautiful apostolate that 


effective, dynamic, professional, warm 
and human care can be. 

2. Although rehabilitation at the 
nursing home level requires~ certain 
training and certain skills, it is pri- 
marily a philosophy, an attitude often 
involving a change of attitude. Some 
changes are slow to occur and little 
change can come without demonstra- 
tion, a demonstration of the effective- 
ness, beauty, thrill and excitement to 
be found in the benefits of rehabilita- 
tion. A rehabilitation program is like 
the human mind and heart; it does 
not consume itself with constant use, 
but matures and grows and flourishes 
—and its flowering is exquisite. 

3. Ome can never approach a re- 
habilitation program with any justi- 
fied preconceptions about who will 
benefit. One cannot accurately predict 
what people can be helped to do, nor 
can he predict by whom. Those in the 
Illinois program have frequently seen 
others humbled and been humbled 
themselves to realize that all their ef- 
forts had been in vain until the im- 
provement of one patient unleashed 
hope in the heart of a “so-called” 
problem patient. 

4. Even for the very elderly hope 
must be more than a mirage; other- 
wise there is little purpose in any spe- 
cific work—there is l#ttle meaning in 
the things said—there is little strength 
in that which is believed. | 

5. Rehabilitation fortunately is very 


contagious! A rehabilitation program 


in an institution can be sparked by 
one person—one with love, and vision, 
the energy of a pioneer, the hope of a 
child, the faith of a martyr. We have 
come to see our way of life evolve 
from the death and rebirth of one 
Man. When we see one person, cru- 
cified by disability and sickness to a 
living death, reborn by the vitality of 
such dedicated people, armed with the 
most modern and effective methods of 
care—who among us will not rise up 
and follow? 
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DIETARY SERVICE 


The Importance 


of Nutrition 


HE ELDERLY PERSON ,who comes 
f tyes a home is a real challenge to 
any dietitian—and more of a challenge 
to a sister-dietitian. Age makes one 
dependent upon others. Each elderly 
man or woman who comes to us is 
bringing us a message. That message 
is one which strikes deeply into the 
apostolate of charity. It is a demand 
that is made upon the individual as a 
vibrant part of the Mystical Body of 
Christ. It is a note that comes from 
the Mystical Body as a plea for recog- 
nition, acceptance and appreciation. 
The person of 70, 80 or more years 
is frequently lonely. Perhaps in no 
other way can one share so intimately 
in filling the needs of the clients in 
homes for the aged, as with food. 

This is not meant to indicate that 
nothing is so important as _ food. 
Homes must be tolerant of the whole 
life pattern, but the way in which 
the nutritional needs of guests are 
handled can mean the difference be- 
tween happy and unhappy patients. 

Nutrition is important, from a num- 
ber of aspects. The well fed person 
is usually a happy person; voices fewer 
complaints. The people who enter 
homes are frequently not well fed 
when they arive. Because of lack of 
care, or lack of interest, or inability to 


*Dietitian and Clinical Instructor in 
School of Nursing, St. Francis Hospital, 
Breckenridge, Minn. | 
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carry on by themselves they are often’ 


poorly nourished. It is important to 
begin where they are. When illness 
and long periods of poor feeding come 
into the picture there is need for a 
greater supply of nutrients. Conse- 
quently, one of the first functions of 
the dietitian is to build up the patient 
to the point where some rehabilitation 
in physical and occupational therapy 
can take place. But food is not only 
body-building; it is therapeutic and 
love-giving. 


Psychological Value Important 


Nutrition also has important psy- 
chological implications. Very early in 
life, feeding is related to certain re- 
sponses of love and affection, of fear 
and anger. These responses of the very 
young child reassert themselves in any 
situation involving dependence. | 

Research teams currently are at- 
tempting to evaluate the effects of 
real hunger or of deficiency in certain 
of the nutrients on the personality. 
During the last war, considerable 
study was done at the University of 
Minnesota to determine the result of 
a starvation diet on healthy young 
men. By their own report, these stu- 
dents indicated a greater tendency to 
anger when they were hungry. Could 
the attitude of some of the clients in 
homes for the aged be the result of 


protein or vitamin depletion due to 
faulty diet? 

Just what are the nutritional needs 
of the aged resident? In general, 
these needs are the same as any other 
person’s nutritional requirements. 
They include sufficient calories, pro- 
tein, vitamins and minerals. Special 
emphasis should be placed upon pro- 


tein and calcium, iron, vitamin B and 


other vitamins. But to speak of nu- 


tritional requirements in terms of 
grams and milligrams is neither prac- 
tical nor necessary. More practical is 
the plan to include a certain number 
of essential foods each day. Dietitians 
call these the basic four: milk, cheese 
and ice cream, the equivalent of two. 
cups daily; meat—poultry, fish, eggs, 
etc., two or more servings daily; four 
Or more servings of whole grain or 
enriched cereal or breads; and at least 
four servings of vegetables and fruits 


-—one of these fruits should be citrus. 


Since with the years there is a low- 
ering of the metabolic rate to as 
great an extent as 30 per cent, there 
is less need for calories. Sometimes the 
aged handle this lowered need for 
themselves in their refusal to eat. This 
is not a desired end, however. 

More often there is a desire for a 
large amount of sweet foods. Cakes, 
candies and sweet foods add calories 
but seldom add the desired vitamins 
and minerals. There is here a great 
need for understanding. 


Age Changes Food Attitudes 


Meeting nutritional requirements is 
not merely a matter of supplying gro- 
ceries to fill the stomach. Eating is usu- 
ally not a purely rational thing. Food 
is a symbol and people unconsciously 
use it to express feelings. Most per- 
sons who can choose their food, to a 
great extent, often eat quickly and . 
are hardly aware of what they eat. But 
illness or a period of stress or joy. 
changes food attitudes. Eating is man’s 


-way of celebrating. He uses special 


foods for special occasions. Food means 
comfort to him and it means being 
cared for, loved and appreciated. Re- 
jection of food is a much easier way 
of letting someone know that he its 
unhappy or troubled or feels alone, 
than telling someone that. The author 
is convinced that the psychological as- 
pects of nutrition are far more im- 
portant than any other area of nutri- 
tion. To plan, prepare and serve a fine 
meal that is not eaten does little good 
for the person to whom the food is 


offered. 
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Picture for a moment the client who 
comes to the Home. He has been 
alone for a long time, or at least he 
has probably felt that he was alone 
and that he was losing ground as far 
as the ordinary routine things of life 
are concerned. He arrives, perhaps 
with a little sense of being rejected by 
his friends and relatives. There was no 
room for him. Or he felt he was not 
being useful. Perhaps for some time he 
has not eaten well because there was 
no one to prepare the food for him 
and does not enjoy eating alone. Fur- 
thermore, because eating is a social 
function, preparing regular meals for 
oneself may seem somewhat like talk- 
ing to oneself. Or he may have been 
ill and not able to care for himself. At 
any rate there is a sense of losing 
ground, of being shelved. _ 

Arriving at his new residence, Mr. 
X, in strange surroundings, fears non- 
acceptance. Will he sit in a room 


for his remaining days and have no in- 


terests? Will the people around him 
cate for him? Well, nobody is going 
to’go around in the residence and say 
to the patient “I like you.” Neverthe- 
less, Mr. X will know. He may find 
out at that first meal. The food tastes 
good. It is served well. There is color 
in the tray or at the table. These are 
_ the things that tell Mr. X that he is 


wanted. 


The sense of not belonging may. 


cling to the elderly person for a while. 
Then he may refuse his tray, or’ he 
may not wish to go to the dining 
room. Refusing the tray or demand- 
ing other food may be an indication 
that the person does not wish to re- 
linquish his independence. When he 
can say “I prefer coffee,” he main- 
_ tains a certain amount of independ- 
ence. As a guest in your home, he 
may not be able to tell you that he 
doesn’t like the color*of your drapes, 
or the way you grow your ferns, but 
nobody can tell him what kind of 
soup he likes or that prunes are good 
for him. He’s been at this business of 
eating for a lot of years and knows 
what he likes and he wouldn’t have 
grown so old if he didn’t know what 
. Is good for him. Talking about food 
and expressing an opinion about it is 
really a good sign. It means that the 
patient is as normal as anyone and 
that in this matter nobody can push 
him around. Let the patient complain 
about food. Then talk it over with 
him and make concessions wherever 
smooth running of the institution can 
permit it, 
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Perhaps the complaining is an at- 
tempt to get someone to talk, to stay 
with him for a little while and break 


the long day that used to be so full 


of contacts with all kinds of people. 
One can be perfectly honest in saying 
that “perhaps the soup didn’t taste 
very good to you today. But it will be 
better tomorrow.” Such a concession 
can be the opportunity to discuss per- 
sonal preferences, to introduce new 
ideas about food. It is these little 
breaks that present a chance to sug- 
gest a change in diet that will make 
the patient healthier and happier. He 
may be taking his distress out on the 
food when he would like to be telling 
the aide what he thinks of her, or he 
would like to say that he is lonely and 
he wishes his wife were there to talk 
to him and maybe make him some 
of the kolochies or apple strudel or 
poppyseed rolls that she used to make. 
Criticism of food in an institution, if 
used correctly and objectively, can be 
a means of improving total service to 


. patients. But all personnel must real- 


ize that they are not the real object 
of the complaint, nor is. the food. If 
one does not take this attitude, the job 
of serving food can be a mighty thank- 
less and difficult one. 


Physical Handicaps Limit Diet 


Consideration must be given to an- 
other need of the aged person with 
regard to food. It is that of physical 
handicaps. Dentures can be a feal 
source of trouble to the patient. When 
food is hard to chew, dietitians must 
learn to change the form and not the 
food. There should still be some rough- 
age, color and flavor difference. There’s 
little joy in the prospect of milk toast 
and poached eggs forever. Finely diced 
lettuce and tomatoes, sliced cucumbers 
and chopped raw apples add a bit of 
change in texture and are welcome to 
most people. Brightly colored foods 
can do a lot to make a plate look 
interesting. It really doesn’t cost much 
to make cinnamon apples to use for 
a pork pattie. that looks so drab with 
mashed potatoes and yellow beans. 
Herbs, such as a bit of diced chives 
or bay leaves, added to the roast will 
do a lot for the flavor that has become 
humdrum even to the cook. And al- 
most any dentures can do themselves 
proud with these foods. 

Hands that tremble can play havoc 
with the self respect of the owner. 
To find that one can no longer keep 
the white tablecloth spotless, and 


one’s clothing free of drippy food must 
be a real trial to the fastidious older 


person. Dietitians can make this cross © 


a bit lighter without anyone knowing 
about it. There are many finger foods 
that are easy to manipulate. Perhaps 
these should find a more frequent 
place on the menu. Silverware and 
dishes, too, can be procured in easy 
to handle patterns. Plastic, for ex- 
ample, is lighter than china. Cups and 
bowls that are a little less full, with 


of course the opportunity for refills, do 


not spill as easily. 


Residents May Plan Menus 


Perhaps all of this seems no more 
than nice theory for a trained person— 
but an administrator or cook or nurse 
or attendant has neither the time nor 
the authority to do much about all 
the fine theory. Such a reaction is un- 
derstandable, even natural. But do we 
really devote enough time to the chatty 
little sessions from which the octoge- 
narian comes thinking, “These people 
like me. They aren’t just taking care 
of me because my busy sons and 
daughters didn’t want me. They take 
the time to talk to me. If they are 


that interested, then I must do all I. 


can to help them. So, if they think that 
the orange juice is good for me, they 
must know.” 

Here, too, is a source of help for the 


foods department. What was the per- 


son used to at home? In homes for 
the aged, in Breckenridge and Little 
Falls, the sister in the kitchen con- 
tacted the patients and devised a 
method by which “nationality recipes” 
obtained from the guests were tried 
and served. It seems that there was 
the understanding that everybody’s turn 
would come. It didn’t matter if the 
guest was Polish or German or Nor- 
wegian. The recipe file grew and be- 
came more interesting with this added 
bit of personal touch. Here was an 
excellent source of help in menu plan- 
ning and the sister in charge of the 
kitchen had the feel of what the pa- 
tients wanted. 

There are other sources of help. 
Many companies send out literature on 
request. Some of this is excellent for 
recipes, nutrition information and sug- 
gestions for variety. Many institutions’ 
magazines are available which offer 
useful help and suggestions. 

There are lists of literature avail- 
able, but they probably won't be used 
too extensively. There is, however, an- 
other source of information which is 
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tangible and has greater potential. 
This source is people. State depart- 
ments of health have nutrition con- 
sultants who are glad to assist in the 
solution of dietetic problems. In the 
immediate area of the home or resi- 
dence, there may be a homemaker who 
has been trained in dietetics and would 
be willing to work on a part time basis 
to plan suitable menus, assist with 
quantity buying and even train per- 
sonnel. Im Minnesota—and probably 
in other states as well—there have been 
several institutes on institutional cook- 
ing and meal planning. The aged in 
homes are becoming an important part 
of the health picture and state and 
national dietetic associations have risen 
to the occasion and now assist in 
planning for their nutritional care. 


Appetites Need Stimulus 


Perhaps the foregoing has seemed 
rather optimistic. It is not intended 
to gloss over the fact that there are 
problems. There is the trying period of 
adjustment to the food served in the 
home. There is the monotony that so 
easily creeps into institution days and 
institutions menus. There is the sense 
of depression that grips the aged in 
facing the realities of their existence. 
The variety of social and economic 
backgrounds of the clients must be 
considered. Indeed these are not easy 
nutritional problems to handle. Per- 
haps dissecting them will make them 
a bit more manageable. 

The period of adjustment is a time 
when the new resident is learning the 
atmosphere of the institution and at- 
tempting to assert himself in that new 
environment. If he is ill, foods will 
be brought to his room on a tray. 
Then the return to health may find 
him eager to associate with others and 
to eat in a common dining room. If 
he is in relatively good health, perhaps 
some concession can be made for a 
few days so that until the new field 
has been played he can eat by himself 
in his room. Ideally, however, it would 
be better to get him directly but gently 
into the routine of the residence. This 
is a period of the matching of wits 
with regard to foods; a period of get- 
ting acquainted with new fare for 
the resident, and of learning to know 
the little individual preferences of the 
patient, for the Aostess. Certainly, 
whenever it is possible, these should 
be catered to. Perhaps because of the 
newness of the situation, everything 
will be accepted without question. Per- 
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‘haps, everything is better than it was 


before. But this response will wear 
off and sooner or later there may come 
a period of terrible monotony. 

The senses of taste and smell are 
less keen in the older person than in 


the younger individual. When the car- 


rots taste like the potatoes — and 
neither tastes very good—the sense of 
monotony weighs heavily upon the 
resident. This may be the time when 
extra candy and sweets which have 
“some taste to them” may begin to 
replace the more wholesome foods. 
This is the period that can to an extent 
be prevented by well planned meals— 
meals planned in advance to include 
variety of flavor, change of color and 
difference of texture. This is probably 
not handled in the case of each new 
patient. But making well planned 
meals routine in the residence will 
prevent much of the problem of mo- 
notony— meals planned in advance, 
meals that hold a little surprise like 
a tray favor for a special occasion, or 
ice cream and cake for a birthday, the 
possibility of the between meal snack. 

We can never completely do away 
with the sense of depression that comes 
to each and every one of us, and which 
may be more pronounced when we are 
old. But the gay tray or meal that says 


“somebody is thinking of you and — 


appreciates how you feel” gives a sense 
of personal value and prestige which 
will do much to break the pattern of 
depression. 


Individual Differences 
Considered 


t 

Another problem in feeding of the 
aged is that of the kinds of food that 
can be offered. It must be remembered 
that there is no “typical” older person. 
Some of ws may be old already. Some 
of us will never grow old with the 
years. Therefore, it is important not 
to have a “type” of food that is served 


‘to all older folks. A person may be 


80 years old, and still have all his teeth 
and like to walk downtown some- 
times, or dig around in the garden, or 
maybe make something from bits of 
wood with a saw and hammer. And 
just because he is that kind of person, 
he also wants to have some foods that 
he can really chew. He likes raw ap- 
ples, and if necessary he'll get them 
from the little grocery store down the 
street. For this guest, there is no 
problem—unless the menu is geared 
for the toothless. : 

Many people, as they grow older, 


have digestive difficulties. They suffer 
from many maladies which prevent 
them from eating certain foods. For 
these there is the trend toward some- 
what softer foods, bland in flavor, and 


these will probably create menu 
troubles. It is these for whom greater 
care needs to be taken to insure suff- 
cient bulk and texture variety within 


_very narrow limits. Even if the food 


must be similiar in texture, there js 
no diet in which one cannot add color. 
It may be a bit of parsley, not to be 
eaten but to decorate, or the addition 
of a drop of vegetable coloring. Never 
make bland foods the sum total of 
the regular menu. Use them as a devi- 
ation from the regular and then only 
when they are really necessary. 

Perhaps one of the most difficult 
problems in feeding the long-term 
older person is that of meeting the 
needs of people from every social, eco- 
nomic and cultural background. Cer- 
tainly the unmarried school teacher 
who comes to a home at 75 likes dif- 
ferent foods than does the wife of the 
farmer who “just sold out and doesn’t 
want to live with the kids.” Surely the 
retired banker (who plans to leave his 
fortune to the home if pleased with 
the service) is accustomed to different 
foods than the little man who just 
went into bankruptcy because he pre- 
ferred a liquid diet high in alcoholic 
content to the ordinary method of eat- 
ing with a fork and spoon. 

Each of these people requires spe- 
cial, individual attention, but surely 
everyone, regardless of background, 
eventually responds to good food well 
prepared and neatly and attractively, 
though not luxuriously, served. Selec- 
tive menus would fill a real place in 
this situation, but their use is not pos- 
sible in many institutions. People ap- 
preciate any type of selection, however, 


and there is always a possibility of at 
least selecting the beverage and the 


kind of bread. 


Capacities Determine Service 


Selecting the diet brings us to the 
kind of service that will be used in 
the home. There are various ways of 
handling service. The physical plant, 
the patients themselves, available 


equipment and help will have to de- 


termine this. An outsider can only 
suggest—and make a plea for some 
kind of self determined service. When 
the health of the resident permits it, 
it may be well to have a cafeteria bar. 
Here the time of the meal can be 
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chosen by the individual within limits, 
of course, and so can the food selec- 
tion. Table service is also good. Where 
there is good conversation with the 
meal, where a man can choose those 
with whom he wishes to eat, a better 
relationship develops between fellow 
residents and staff. (Perhaps the 
method of service can be varied. A 
lawn lunch or a cook-out when the 
weather permits is a welcome break in 
an otherwise drab routine.) However, 
it is certainly not unusual for the aged 
to be jealous of each other, in much 
the same way that children in a home 
are conscious of different treatment. 
For this reason the patients on a low- 
sodium, diabetic, or any other special 
diet should be served together and at 
a table away from the regular diet 
patients. | 


No Rule of Thumb 


No matter what the usual method 


of service is or must be, there exists _ 


a positive need to allow every person 
to sometimes make a choice. Perhaps 
this can only be done between meals 
by serving a beverage and a snack, 
preferably of fruit, on a small cart. In 
St. Francis Home, the snack cart goes 
to each room, but there is also the 
possibility for the resident to go to 
an improvised cafeteria bar- and to eat 
at a table there in mid-afternoon. 
What about getting the client to 
-eat what he should eat? As Hamlet 
said, “Ah, there’s the rub.” Review the 
needs. Go back to the table of the 
four basic foods. Add to it the psy- 
chological response to food and the 
food situation. Face the facts of the 
situation, No administrator or dietitian 
is ever going to change very many 


men’s attitudes about foods. Attitudes 


about foods are not rational. 

But there is a note of optimism in 
the picture. It is possible to disguise 
foods and get them into the diet, or 
to give them another form. Include 
them in a party situation or add a 
touch of color. Serve disliked foods 
with favorites and thus get patients to 
to eat them. There are a thousand 
ways worth trying to get people to eat. 


Remember that nutrition is important. . 


At the National Food: Conference in 
Washington, D.C. on February 24, 
1958, Dr. B. Allman, president of the 
American Medical Association, said “I 
personally believe that there is no bet- 
ter therapy today than a well-balanced 
diet. While I recognize that good nu- 


trition is not the panacea for all man’s | 
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bodily ills, as a physician I realize that 
—to a certain extent—'man is what he 


eats’. . . . Medical doctors agree that 
the best way to obtain nutrients is in 
vegetables, fruits, milk, eggs, meats, 


fish and grains.” The sky is the limit 


but there isn’t any hard and fast rule 
for getting a man to eat what is good 
for him. There is no rule of thumb. 


Ingenuity Required 


Factors of administration are in- 
volved in providing food service for 
residents. There is the degree of con- 
venience in the physical plant—the 
kitchen and dining room space. There 
is the equipment—it may be neither 


“modern nor convenient. The best of 


help may not be available to accomp- 
lish the ideal of food service. And 


finally, there may not be time to plan 


menus. . 

If the kitchen is not convenient, 
perhaps it can be improved with a 
little ingenuity. Sometimes just stand- 
ing back mentally from a bad situation 
will produce the idea that will correct 
or improve it. The same thing is true 
of the dining room space and the 
equipment. There are times when a 
small budget and a great need pre- 
cipitate a brainstorm that may generate 
some really revolutionary idea. The 


importance of food to the aged is 


balanced by the importance of the 
food dollar to a smoothly running 
residence. It is necessary to spend that 
dollar wisely and perhaps to seek help 
from specialists. 

While the food dollar must be spent 
wisely, economy should not be a rea- 
son for sacrificing necessary help. In- 
stitutions determine quality of their 
workers by the salaries they pay them. 
The law of justice demands a living 
wage for each worker; even more so 
does common sense and. good vision 
demand that wage. Workers are at- 
tracted to the place where they know 
they will be treated fairly and well. 
Those who hire poor quality workers 
in the food service areas because they 
get them cheaper get what they pay 
for and suffer a loss in the bargain. 

When really good workers are not 
available perhaps one can partially cir- 
cumvent the lack by the use of pre- 
packaged foods. Cake mixes, pudding 
mixes and practically everything up to 
mashed potatoes can be had today. 
They are generally good and improved 
—made to seem more like home cook- 
ing—by some slight addition of sea- 
soning or an extra egg. 


Cycle Menu Proves Efficient: 


Now what about that time for the 
planned menu? In the Duluth area 
20 nursing homes felt that in their. 
dietary departments menu planning 
was the greatest problem. It does take 
a long time. That is the best argument 
for the use of a cycle menu. A cycle 
menu does not mean ice cream every 
Thursday, baked beans every Saturday, 
and sauerkraut and spareribs every 
Wednesday. 

We use a six-week cycle menu in 
our hospital. Nobody ever knows what 
he will get on a certain day. But a lot 
of time goes into working out that 


‘menu. By the time one has planned 


six weeks of menus with variety in 
kind of food, texture, color, form and 
temperature, one has really had a work- 
out. If this menu is a good one, why 
should it be junked, or filed and never 
used again? Repeating the menu every 
five or six weeks leaves the time to 
re-do parts of it because a holiday or 
a fast day comes into the picture. A 
good buy on a commodity such as 
canned apricots can be utilized by 
some minor changes without having to 
take the time for a completely new 
menu. We use a different menu for 
each of the seasons and we never hes- 
itate to make changes that we deem 
necessary because of a flu epidemic 
that depletes the ranks of workers, or 
the use of a special buy on an item. 

A dietitian who takes the time for 
that first five or six-week venture will 
be ready to place orders, plan time for 
employes and estimate costs of the 
meals if accounting is done that way 
in his institution. Much of the job of 
feeding any group of people is a job 
that must be played by ear. We can 
state some basic principles but we 
cannot solve the problems in an in- 
dividual house. Even on a consulta- 


‘ tion basis, the aid of the dietitian to 


administration must be purely that of 
suggestion. 

Any effort made to improve food 
service will, however, be a rewarding 
one. It is inspiring to think that Christ 
had a purpose in introducing the rea- 
son for His promises of eternal beati- 
tude with the statement, “I was hungry 
and you gave Me to eat.” He knew 
the full impact of food on the body 
and on the human personality. Surely 
older people who will so soon be at 
home with Christ will not forget the 
persons who cared for them and es- 
specially those who helped them to 
live happy ‘and full last years. * 


| 
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Nursing Care: 


ts Importance, 


ts Problems 


by MRS. FLORENCE L. BALTZ 


President, American Nursing Home Association 


URING THE PAST 30 years there 

has been an increasing propor- 
tion of elderly persons throughout the 
United States. Chronic illness is more 
prevalent in the 65 years and over 
group with the consequent neces- 
sity to provide facilities for their care 
due to social, economic and medical 
developments. 

Nursing homes and homes for the 
aged have been established in almost 
every community. The need for these 
facilities will continue to grow and 
we must provide adequate nursing care 
since the primary objective in nursing 
homes is to offer nursing care in a 
home like atmosphere. 

The basic nursing needs for the 
chronically ill and aged are no differ- 


ent than those of any age group except. 


that they have different attitudes. These 
attitudes prevail not only in the pa- 
tients, staff, medical and nursing pro- 
fession, but with families and the com- 
' munity at large. What are some of 
these attitudes? Fear, guilt, insecurity, 
loneliness, rejection, the feeling of 
being unloved and unwanted. The 
- aged suffer from the lack of feeling of 
personal worth for they feel they no 
longer have earning power and are 
concerned as to whether their finances 
are going to carry them through life. 
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They are lonely because many friends 
and loved ones are no longer with 
them and they, in turn, feel unwanted 
and unloved. 

The feeling of guilt stems from the 
fear that they are just a burden to 
their families. The families, in turn, 
feel guilty because they can no longer 
care for the aged parent in their own 

Therefore, it is important that 
nurses and staff have the proper atti- 
tudes. This proper attitude must ra- 
diate from all—the administrator to 
the yard man; each has an equally im- 
portant responsibility to the patient. 
If the nursing home is to be a home 
away from home and the patient is to 
feel he is part of that family, every one 
connected with the facilities must have 
a sincere desire to provide sympathetic 
kindliness and thoughtfulness without 
a pitying attitude toward fulfilling the 
needs of the patient. There is need for 
friendliness, warmth, genuine interest, 
tolerance, tact and a good sense of 
humor. Gaining the trust of the pa- 
tient is a great accomplishment and 
the first step toward assisting him to 
living a more meaningful, healthier 
and happier life. 

Many nurses—and other individuals 
—fail to see the challenges and oppor- 


tunities offered in caring for the aged. 
Much of this is due to the publicity 
given substandard homes, with which 


the good ones are grouped. So that 


nurses may know of these opportuni- 
ties, the author has long advocated that 
a portion of their clinical training 
must be spent in nursing homes. Early 
last year two homes in the Peoria, II- 


linois area were approved by the state 


office of Vocational Education and the 
Department of Registration and Edu- 
cation for two weeks’ training of stu- 
dents from the Peoria Practical Nurse 
School on an elective basis. One of 
these homes was the author’s. Of a 
class of 16, nine students chose to take 
advantage of this training. Also, two 
more out of the next class came to the __ 
home. Transportation was a problem 
for several who would otherwise have 
taken this training. 

The following remarks were noted 
in a discussion with the director of 


the school: “Very good reaction from 


all students ... greatly impressed 
with the quality of care given in the 
nursing home and the personal atten- 
tion given all patients by the nursing 
personnel. The students found it dif- 
ficult at first to have time on their 
hands -because the pace was much 
slower than the hospital pace. The 
students were quite interested to learn 


there were other things to do besides 


giving physical care. All students who 
participated, even though they have 
not gone into the nursing home field 
for employment, expressed the opinion 
that all needed more experience in car- 
ing for the type of patients in nursing 
homes, and finally, they were all grate- 
ful for the experience.” 

Through codperation with the Pe- 
oria Institute of Physical Medicine and 
Rehabilitation, the senior nurses from 
St. Francis Hospital are given the op- 
portunity to visit the home for a field 
trip. About every two or three months 
from 10 to 15 students spend approxi- . 
mately two or three hours in the home 
at which time they are taken on a tour 
of the facilities. Much interest is shown 
in the operation and the care of the 
patient including rehabilitation nurs- 


ing and activities’ programs. Nearly 


everyone has said, at the end of the 
visit, that she had no idea that a nurs- 
ing home was what she had just seen. 
Many even admitted they had fears of 
what they might see. 

Comprehensive nursing care is, in- 
deed, as important in the care of these 
patients as in any other area of nursing. 
The patient must be recognized as an 
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individual with physical, mental, emo- 
tional and spiritual needs to be an- 
swered. 

Rehabilitation is part of this com- 
prehensive nursing care. It is nursing 
broadened and extended beyond the 
limits of the ills of the body: to the 
relief of the problems and needs of the 
whole patient. In rehabilitation nurs- 
ing the nurse assists and encourages 
the patient to do for himself. Rehabili- 


tation is an acknowledged branch of 


medicine which includes the restora- 
tion of disabled persons to the fullest 
physical, mental and economic useful- 
ness of which they are capable. 

In a nursing home this may not be 
any more than teaching patients activi- 
ties of daily living. These include non- 
walking movements such as bed ac- 
tivity, personal hygiene, eating, dress- 


ing, undressing, hand exercises, wheel-. 


chair activities; then the walking and 
climbing operations, group perform- 
ances, both active and passive. All of 
these activities must be carried on by 
doctors’ orders only. Once such a pro- 
gram is-initiated in a nursing home, 
staff attitudes are certainly changed. 
From past experience nursing home 
staffs had found that loving care gave 
the older patients a sense of security; 
helped them help themselves; kept 
them occupied and entertained; made 
a happier home. However, several ad- 
ministrators in Illinois began to face 
the need for professional guidance. 
They were successful in finding a solu- 
tion when the idea of actually taking 
rehabilitation training inside the home 
was provided three years ago by the 
Illinois Public Aid Commission, - the 


paying agency for the indigent or. 


near indigent recipient. Administra- 
tors in Illinois are sincerely grateful to 
this agency for making this program 
available to all patients in nursing 
homes. | 

There must be a registered or li- 


-censed practical nurse on the staff to 


assure continuous supervision for the 
nursing rehabilitation, and there must 
also be on the staff an interested indi- 
vidual to develop and maintain a rec- 


teational program. She must have the 


imagination and ingenuity to develop 
activities that stir the interest of the 
patients as well as the ability to teach. 
_It is important that all staff people 
be aware of the community’s potential 
resources and be willing to develop 
adequate community educational and 


public relations programs to stimulate 


and utilize these resources. 
In spite of the fact that rehabilita- 


tion had been discussed at the home 
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several months before the team en- 


tered the home, the patients, relatives, 
nurses and physicians were not ready 
to accept it. The patients would say, 
“What do you want to rehabilitate me 
for?” The relatives did not know if 
they wanted their loved ones bothered 
with this approach especially if they 
were paying for the care. The phy- 
sicians and nurses took the attitude 
that there was nothing to be done for 
the aged infirm patient. Most resist- 
ance was shown by the registered 
nurses for this was an entirely new 
concept of nursing. The physicians 
gave blanket orders for physical and 
occupational therapy. 

Within a week or two attitudes 
began to change. It looked like a good 


program and a challenge to really do 


something for the people who needed 
help, and as an outcome, to realize a 
deep feeling of self satisfaction from 
really doing something worthwhile. 
Patients reacted more slowly, but 
with much encouragement, patience 
and praise they began to enjoy their 
independence. New patients are much 
easier to sell on rehabilitation for they 
are immediately started on the pro- 
gram. It took much longer to notice 
any appreciable change in the physi- 
cians’ attitude. Now, however, they 
write specific orders for rehabilitation 
nursing and activities. 
~ Every year we had discharged some 
patients to their homes, but since this 
program has been started we have sent 
home at least five to eight patients a 
year who definitely were not slated 
to ever return home. We have proved 
that nursing homes should not be con- 
sidered a terminal residence. With 


‘such a program, public relations are 


improved to such an extent that the 
community responds to the home's 
every need. There are now 40 well 
oriented volunteers serving patients. 
The responsibility for adequate 
nursing coverage lies with the admin- 
istrator. The administrator must have 
a sincere interest and desire to work 
with the aged and infirm person—as 
well as education, experience, leader- 
ship and the ability to get along with 
people. The operation of a nursing 
home is most complex. It is unlike a 
hospital where departments and de- 
partment heads carry their respective 
responsibilities. In a nursing home 


‘the administrator must organize and 


coérdinate all the necessary functions 

to assure efficiency. 
There must be an adequate staff to 

guarantee that the type of patient ac- 


cepted by the home can receive the 
treatment he requires. The needs of 
the patient may be determined by dis- 
cussing his health needs with his own 
physician. Once the patient is in the 
home and requires services not availa- 
ble, the administrator should make 
every effort to have the patient trans- 
ferred to a facility that can adequately 
care for him. This can be accom- 
plished by having plans for continuity 
of care with the physicians and hospi- 
tals in the community. This, of course, 
applies also in moving patients from 
hospitals to nursing homes. 

What is adequate? Many factors are 
involved in the answer to this question. 
In planning for staff it is necessary to 
determine how many beds, type of pa- 
tients to be accepted, hours. of work, 
size and layout of building, training 
and experience of personnel. For in- 
stance, a building built for a specific 
purpose and all on one floor with good 
distribution of supplies and equipment 
will certainly be staffed differently than 
a two-story converted building in 
which so many homes operate today. 

Adequacy should not only be 
thought of in terms of numbers but 
also in ability. The job to be done 
must be clearly understood and the 
right employe placed in the right po- 
sition to assure efficient operation. 
Employes must be competent to as- 
sume the responsibilities to which they 
are assigned, and it is also necessary 
to delegate some authority along with 
responsibilities. 

Inservice training programs must 
be carried on in the home. This can 
be accomplished by individual confer- 
ences, staff meetings, demonstrations, 
attendance at professional meetings 
and educational programs on salary, 
with expenses being paid and on 
working time. 

When discussing earlier the practi- 
cal nurses’ training in the home, no 
mention was made that they must re- 
ceive four hours of class or ward teach- 
ing a week. This is broken down to 
one hour in purchasing, one hour in 
office administration, one hour in 
kitchen service, two hours on rehabili- 
tation nursing, two hours activities’ 
programming and one hour on the 
role of the nursing home in the com- 
munity. Since we have little turnover 
in employes, our aides are usually 
trained or oriented on an individual 
basis by the supervisor of nursing 
services. They have also been encour- 
aged, and paid, to take the Red Cross 
Nursing Aide Course which is now 
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being offered to aides already em- 
ployed in a nursing home. 

It is impossible to specify the num- 
‘ber of personnel needed since so 
many factors enter the picture but the 
average nursing time per patient in 
our 40-bed home is two hours and 15 
minutes compared to two hours and 
30 minutes before we initiated the re- 
habilitation program. For the 40 pa- 
tients we have 36 full and part-time 
employes excluding my husband and 
myself. My husband devotes full time 
to the nursing home, and until this 
last year I was doing the same. The 
above number of employes includes 
nursing staff, activity director, house- 
keeper, two full and one part time 
kitchen employes, one full and one 
part time laundry employes, one main- 
tenance man and one secretary. 


For Patient Care 


The supervisor of nursing services, 
under the direction of the adminis- 
trator, is responsible for the supervi- 
sion of nursing and personal care of 
all patients; plans and carries out pro- 
grams of rehabilitation, orientation 
and training of employes; assigns nurs- 
ing personnel duties; orders medica- 
tion; supervises keeping of medical 
records; carries out physician’s orders; 
checks and insures that there are ade- 
quate supplies and equipment in work- 
able condition; checks on the safety, 
cleanliness and orderliness of the phys- 
ical facilities, and also sees that the pa- 
tients receive the proper therapeutic 
diets. 

The licensed practical nurses work 
under the direction of the supervisor. 
In smaller homes that do not employ a 
professional nurse, the licensed prac- 
tical nurse may be responsible for most 


of the above-mentioned duties under 


the direction of the physician. The 
nurses’ aides work under the supervi- 
sion of the R.N. or the L.P.N., per- 
forming many routine and assigned 
duties which do not require profes- 
sional training or education. 

To assure good nursing care with 
adequate coverage would be impossi- 
ble without good medical care policies. 
The American Medical Association 
and the American Nursing Home As- 
sociation have developed “Guides for 
Medical Care in Nursing Homes and 
Related Facilities’ which can be se- 
cured from either Association. 

_ The importance of good medical 
records cannot be overlooked as a con- 
tributing factor to good nursing care. 


Good records are a storehouse of 


knowledge concerning the patient. To 
be complete, the medical record must 
contain sufficient data written in se- 
quence of events to justify the diag- 
nosis and warrant the treatment and 
the end results. In nursing homes as 
in hospitals it is a yardstick by which 
the quality of work done by the phy- 
sician and nursing paraee may be 
measured. 


Records for Use 


As chronic disease becomes more 
and more a major medical care prob- 
lem, the importance of medical rec- 
otds and record keeping in this field 
cannot be over-emphasized. Much 
more information than is now avail- 
able is needed about the chronically ill 
patient. It is needed for evaluation of 
patient care, education of health per- 
sonnel, community planning and 
studying of local health problems and 
needs, and especially for medical re- 
search. 

Medical records are important in 
nursing homes: 1. to show continuity 
of services, 2. to keep the physician in- 
formed of the patient’s condition, 3. 
to transmit information about pa- 
tients from one shift of nurses to an- 
other, 4. to protect the business. Prop- 
erly kept records are considered legal 


proof when the physician, the family, 


the court or anyone questions the care 
of a patient, 5. It is necessary to have 
written and signed medical orders for 
medication, treatment, diet and man- 
agement of individual patients to pro- 
tect the patients, the nurses and the 
business. 

The nurse in a nursing home must 
gear herself to a much slower pace for 
the patients themselves move much 
slower. They require patience and en- 
couragement. It may take the nurse as 


long to talk a patient into taking a 


bath as it would take her to give a 
bath in the hospital. Teaching a pa- 
tient to feed himself, or to assist him, 
takes much longer than feeding the 
patient. Since everything must be run 
on schedule in a hospital, the patient 
there is fed rather than trained and as- 
sisted. In a nursing home everything 


is geared’ to such situations and be- 


cause it is a smaller facility this-is pos- 
sible. Getting a patient to the dining 


room takes time and patience, but this 


is all a part of the homelike atmos- 
phere. When the patient makes his 
own bed, it may not look like a hospi- 
tal-made bed but the nurse cannot be 


too strict or it would discourage his 
independence. 


Not Hospital Routine 


The nurse must be very alert to 


symptoms, because temperatures, blood 
pressures and other routine procedures 
are not carried out on every patient 


except when indicated. In the patient's 


homes they would not be required to 
go through this routine daily. Assur- 


edly, all nursing home administrators 


_do not agree in regard to the above- 


named routines, but given a well quali- 
fied, trained and experienced nurse 
one can be assured she will detect any 
symptom that might indicate every- 
thing is not right. In this way the 
patients are not worried about their 
pressures or temperatures and when 
the nurse feels it necessary she can ex- 
plain that this is the day to check tem- 
peratures or that the doctor may be 
coming and may want to know if con- 
ditions are the same as the last time 
he called. 

In a nursing home it may be the 
nurse’s responsibility to initiate a plan 
for continuity of care and see that the 
plan will be in operation by the time 
the patient is able to go home; there- 
fore, she must know the _ resources 
available in the community. This 
knowledge is seldom expected of the 
nurse in the hospital. 

As to recruitment of nurses being ~ 


more difficult for nursing homes than 


hospitals,-it is, of course, necessary to 
meet the going rate of pay in the 
neighboring hospitals. It is as impor- 
tant, however, if not more so to have 
good personnel policies and adequate 
equipment and supplies with which to 
do a good job after nurses have been 
employed. Adequate equipment might 
include hi-low or hospital type beds 
for the bedfast and dormitory beds for 
the ambulatory, side rails, a lift, walk- 
ers, wheelchairs, comfort chairs that 
are sturdy—not too soft, too low or 
too high but those with which the pa- 
tient can help himself to the best of 
his capabilities. Adequate space in 
which to work is equally important. 
The 60 square feet that is required in 
many states is not enough. 

Also in recruiting, one must not 
overlook the part-time older nurses 
who can only work a few days a week 
or who wish to supplement their in- 
come. Some have asked if this isn't 
confusing to the patients, but it has 
had the opposite effect as far as we are 
concerned. These nurses are more 
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fearful of going into a hospital for 
two or three days a week for each 
week. There ate new patients to be- 
come acquainted with and new orders 
on these patients, while in the nurs- 
ing home the patients’ load remains 
more static with perhaps one or two 
new patients with whom to become 
acquainted. | 
In closing, it might help to men- 
tion some personnel policies that have 
worked successfully for other admin- 
istrators and may assist readers in re- 
cruiting and retaining employes. 
Time sheets are made out a month 
in advance. Each month a separate 
column labeled “Remarks” is included 
on the sheet and if anyone desires 
special days off the next month, she 
marks it down. It has thus far been 
possible to grant these requests. The 
employes consider each other’s wishes 
and many times decide among them- 


selves that it would be wise to ask | © 


for certain days. They are on a five- 
day week and once a month they have 
a long weekend; that is, Friday and 
Saturday off for one week and Sun- 
day and Monday off for the next one. 
They are paid on the 15th and the 
last day of the month for actual days 
worked. The checks are ready by 3:00 
p.m. on those days. 

They are paid time and one-half for 
six holidays. There is no longer any 
- shortage of help on those days, as there 
often had been. As a matter of fact 
employes watch very closely to see that 
someone else doesn’t get all the holi- 
days. 

After the first year of service they 
are paid five days’ vacation; the sec- 
ond year and thereafter 10 days, and 
they have the privilege of taking an- 
other week if they desire. The vacation 
preference sheet is posted in April and 
the vacations start from the middle of 
May to the middle of September. 

Hospital and life insurance policies 
ate available to which the employers 
contribute five dollars per month. This 
policy is also available for a family. 

A small bonus is given every em- 
| ploye each year on December 15, and 

a Christmas party is held for the em- 
ployes, at which each receives a per- 
sonal gift. During the summer a pic- 
nic is held for them and their entire 
families. 

If administration lives by the 
Golden Rule in dealing with employes 
there are fewer problems, employes 
become loyal friends, and they can 

the institution’s public relations 


agency. 
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Physical Medicine 


HYSICAL MEDICINE, because of its 
Pp primary concern and interest in 
the development and maintenance of 
voluntary purposeful movements of 
the body as ambulation, self-care ac- 
tivities and creative skills, plays an im- 
portant role in the rehabilitation of 
the aged. Greater interest is being 
manifested in prevention of disability 
and maintenance of physical fitness. 
This is the primary objective of med- 
ical care and must be started early. 

Not all disability, however, is pre- 
ventable or removable. That disability 


*Dr. Koczur is- medical director, South Side 
Physical Medicine and Rehabilitation Center and 
asst. clinical professor, Section of Physical Medi- 
cine and Rehabilitation, Stritch School of Med- 
icine, Chicago, III. 


and 


Therapy 
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which cannot be prevented or removed 
may increase in extent and degree. A 
large percentage of people with physi- 
cal disabilities develop a secondary 
disability because of inactivity, and it 
is this secondary disability that can be 
prevented and thus maintain the in- 
dividual at the optimal level of func- 
tion that he is capable of performing. 
We want to prevent the deterioration 
which will lead him on a downward 
course. Thirdly, we have the improve- 
ment programs: The patient must re- 
ceive techniques and carry out pro- 
cedures which are going to increase 
the strength in weakened knees, re- 
store and re-educate the paralyzed ex- 
tremities and exploit his potential so 
that he will operate at the highest 
functional level. 
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For the first time in the history of 
man, the life span is extended so that 
as many as four generations live con- 
currently. For many of the aged this 
has not been a happy situation. Insti- 
tutions are filled with people 80 years 
of age and older. Many of these elders 
have outlived their families and are 
relatively alone in the world. Eco- 
nomic conditions have forced some 
families to live in small apartments 
and homes, and there is no room for 
the aged in these households. In other 
instances both husband and wife work 
and no one is at home during the day 
to care for the invalid aged. In other 
instances 60-year-old children are phys- 
ically and emotionally incapable of 
taking care of their 80-year-old par- 
ents. When illness and disability are 
added to the normal process of aging, 
increased strain is placed on family 
relationships. 

The average person entering a nurs- 
ing home or home for the aged is a 
person in distress, usually facing fam- 
ily, social, economic and medical 
problems. Thus one can readily under- 
stand why a certain percentage of the 
aged are never going to be taken care 
of by their families. Fortunately, the 
majority of the aged live at home and 
can continue to live in the commun- 
ity. Another problem is that people 
have multiple disabilities. Medically, 
we see a patient admitted to an acute 
hospital and we try to fit his symp- 
toms with one primary diagnosis; but 
by the time one reaches 70 or 80, he 
not only has emotional scars that have 
been carried through life, but may 


have arthritis; he may have cardiac 


problems; he may be an amputee; he 
may be suffering from cerebral arteri- 
osclerosis with the loss of balance, and 
other deficiencies, so that he is quite 
often a victim of multiple infirmities. 

Medical science is searching for 
ways and means to minimize some 
of the problems it has helped to create. 
More emphasis is being placed on pre- 
vention of physical disability. Physical 
medicine is developing more refined 
methods of evaluation of disability, and 
restorative physical treatment is doing 
much to improve the lot of the aged, 
especially the aged with physical motor 
disabilities. 

Some common disabilities seen 
among the aged for which physical 
treatment is of value are gait and bal- 
ance problems which precipitate falls 
with resultant fractures and soft tissue 
disabilities. Another is the stroke pa- 
tient whose arm and/or leg is para- 


lyzed and who frequently has loss of 
speech. With proper care, most of 
these patients will usually become am- 
bulatory. Many require a brace but 


most will become independent in 
their walking activities within two to 
three months. Nursing care, of course, 
is tremendously important in many of 
these conditions in order to prevent 


development of deformities, contrac- 


tures and bed sores. 

Hip fractures and fractures of the 
vertebrae are common among the aged 
with resultant residual disability. 
Training them to walk, even with 
crutches, is of tremendous importance. 
If an aged person is kept in bed there 
are distinct dangers: There is the dan- 
ger of an insidious process known as 
deconditioning which is the result of 
prolonged bed rest. Its resultant dis- 
abilities have received widespread at- 
tention in recent years throughout the 
medical profession and in hospital care. 

Arthritis of the hips and knees, fin- 
gers and hands causes much infirmity. 
Circulatory disorders and amputations 
are problems that can be helped with 
physical treatment. Weaknesses of va- 
rious types, whether due to muscular 
pathology or to a neurological disturb- 
ance are frequent, and often are 
helped by physical treatment. The loss 
of mobility and flexibility create 
marked restrictions of movement. This 
can be prevented and in many in- 
stances can be corrected. These are 
some of the conditions in which physi- 
cal treatment is of primary importance. 

In addition to the medical director, 
the medical staff of the home will re- 
quire a certain number of specialists, 
consultants who will supplement the 
skills of the medical director. Physical 
medicine and psychiatry certainly are 
two additional medical fields that 


should be included in the care of the 


aged in most homes. 


Evaluation of the patient is of tre- 
mendous importance. Diagnosis alone 
is not sufficient. The degree of disabil- 
ity must also be determined. Many 
times a patient may be referred to a 
home for the aged with a diagnosis 
but without an evaluation of his disa- 
bility. An evaluation must be made 
of the degree and extent of disa- 
bility and of the effect of treatment, 
the level of disability must be known 
before treatment can be intelligently 
prescribed. Evaluation and re-evalua- 
tion, then, must take place at regular 
intervals to see that the patient is al- 
ready functioning at his maximal level. 
Preliminary tests before or shortly 
after a patient’s admission to a long 
term facility can be useful to staff 
personnel. 


There are some tests commonly used to 
measure the abilities of a patient. First of 
these is the survey of activities of daily 
living. This will indicate in what areas 
the patient can function independently 
and in which areas he requires assistance. 
The activities of daily living consist of 
such things as getting in and out of 
bed, dressing and undressing, perform- 
ing bathing, washing, toilet care and 
grooming activities and ambulation. A 
patient may have considerable limitation 
but be able to perform all activities of 
daily living in an adeqaute and inde- 
pendent manner. Such a patient will re- 
quire only a minimal amount of nursing 
care and physical assistance. 
Another test is. muscle strength testing, 
whereby the adequacy of function of the 
skeletal muscles controlling movement of 
the body is essential if weaknesses are to 
_ be detected and corrected. This test re- 
quires extensive knowledge of anatomy 
and is usually carried out by specially 
trained physicians or therapists. 
A third test is measurement of the ade- 
quacy of joint mobility of the back, neck, 
chest and extremities. Patients unable, 
perhaps, to feed themselves or unable to 
ambulate are found and frequently this 
is due to the loss of mobility. This test 
will indicate the presence of contractures, 
' muscle tightness and deformities. Under- 


“And finally the doctor realizes that aging is a growing process 
and he expects the senior citizen to present certain admirable accom- 
plishments, dignity and rank. He is expected to keep pace in dress, 
manner and thinking. In turn, for his past contributions and_ his 
present status his community should recognize anew that the right 
of citizenship be not abridged because of age.” 


Frederick C. Swartz, M.D., chairman, 
A.M.A. Committee on the Aging, Lansing, Mich. 
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“TYPE 
1. Tilt table 


2. Heat or thermo therapy 


3. Water or hydro therapy 


4. Electricity 


5. Exercise 


6. Manipulation and | 
traction 


7. Massage 


Re-establish postural reflexes and prevent | 
deconditioning 


Relaxation of spasm 
Analgesic or pain relieving 


Increase circulation 


Relaxation and sedation 


Cleansing 

Exercise weak muscles 

For testing adequacy of muscle and nerve 
To stimulate muscle and prevent atrophy 
Muscle retraining 

Electronic bracing 

To maintain joint motion 


Maintain or increase strength 


Endurance 
Muscle re-education 
Coérdination training 


Gait training 


Posture improvement 

Balance and gait skills | 

Hand and eye and leg codrdination 
Prevent deconditioning 

Stretch muscle tightness 

Reduce subluxation 

Relaxation 

Reduce edema 

Loosen scar tissue 


Improve circulation 


Figure 1 


EQUIPMENT USED 
Tilt table 


‘Hot packs 


Infra red lamps 


Diathermy 
Moist aire cabinet 


Hot sand or paraffin 
Whirlpool both 
Heating pad 


Whirlpool bath 
Hubbard tank 


Low voltage generators 


Electromyographic apparatus 


Therapist or patient himself. 


Pulleys and appliances 
Graduated weights 


Repeated exercises 


Training administered by therapist 


Parallel bars 
Walkers 


Canes and crutches 


Physician or therapist and traction 


apparatus 


Therapist 


standing of these limitations is impera- 


' tive to arrive at the proper prescription 


for physical treatment. 

A fourth area that must be evaluated is 
balance and coGdrdination. Many of the 
aged have problems of balance which 
make it impossible for them to walk. 
Sometimes the use of a crutch or a cane 


will aid them in remaining ambulatory. | 


At other times it is necessary that they 
assume a wheel chair existence. 7 

A fifth area is endurance and work ca- 
pacity, which obviously must be tested. 
The effect of deconditioning was men- 
tioned and it is well to review for a mo- 
ment the nature of the effect of this 
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deterioration which is secondary to inac- 
tivity and bed rest. Confining the patient 
to bed causes extensive disability, start- 
ing with muscle weakness and loss of 
balance. The normal reflexes for stand- 
ing and sitting are rapidly lost ‘and an 
individual who is in bed for any length 
of time will have problems of fainting 
and will be unable to assume the correct 
posture. The blood vessels may develop 
clots and bed sores may occur. Calcium 
salts in the bones will wash out and he 
will develop osteoporosis resulting in a 
weakness of the bones, and these same 
calcium salts may develop kidney stones 
and bladder stones. Depth of breathing 


while in bed is decreased and pneumo- . 
nias ate more apt to develop. Bladder 
incontinence and loss of bowel tone 
occur, and not least is the deterioration 
of memory and mental activity. 

Other tests to mention are electro-diag- 
nostic studies for muscle and nerve func-: 
tions; vital capacity studies are done to 
determine adequacy of lung function; 
evaluation of peripheral circulation; eval- 
uation of heart function. 

These represent some of the more com- 
monly used tests which are going to give 
us that base line that we require so that 
we know how much we can expect from 
the patient. 
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e 
2 PURPOSE 
: 


Rehabilitation staffing is so impor- 
tant that we must refer to it again. 
The patient who arrives at the facility 
must be evaluated and a treatment 
plan developed. This treatment plan 
and its implementation can be more 
easily carried out through an integra- 
tion of the efforts of all who work 
with the patient. Rehabilitation staff- 
ing is the medium which works very 
well in accomplishing this purpose 
and should follow immediately after 
the test procedures are completed. The 
testing procedures may take several 
days to perform, and many different 
individuals may participate in getting 
specific information about a patient. 
Then the personnel who have tested 
the patient and who have worked with 
him and who make up the core_of the 
rehabilitation staff now meet collec- 
tively, under the chairmanship of the 
medical director or the physician who 
is in charge of’ rehabilitation. The 
needs of the patient including the 
physical, mental, social and emotional, 
_ are reviewed with the staff and other 
physicians. Frequently the psychiatrist, 


the internist and the physiatrist will: 


be regular participants in these con- 
ferences. 


Therapy & Codperation 


A summary of results of the many 
tests are reviewed and are made 
known to the therapists, staff and to 
the family. This probably represents 
the most complete picture of this pa- 
tient that has any relative degree of 
accuracy. A treatment plan is dis- 
cussed and formulated with the team 
members who have participated in the 
care of the patient, as well as the pa- 
tient himself. Realistic objectives are 
set and periodically the group will re- 
convene and review the progress and 
make long range plans with the pa- 
tient. The patient is kept informed 
and his wishes and desires are kept be- 
fore the group so that the patient may 
reach a goal in keeping with his 
wishes. 

It is certainly important that an 
annual survey of patients’ physical 
capacities be made. Thus, new limita- 


tions are noted and corrective proce- 


dures can be instituted to prevent fur- 
ther disability and unnecessary in- 
validism. 

The objectives of physical treatment 
are to prevent disability, to maintain 
mobility and work capacity of the 
human body, to relieve pain and dis- 
comfort, correct deformities and re- 
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establish lost skills. A medical prescrip- 
tion is required in order to properly 
guide the therapist in her work with 
the patient. Training, to a large ex- 
tent, will consist of physical activities 
through the media of exercise to im- 
prove strength, codrdination, balance, 
ambulation, and stair climbing; auxili- 
ary appliances are frequently used to 
restore and increase his functional ca- 
pacity. The home will require con- 
sultants who come in at regular in- 
tervals. The larger home may have a 
full time medical director in addition 
to attending consultants and _ physical 
and occupational therapists. 

Some of the more frequently used 
treatment techniques, their purpose 
and equipment required are listed in 
Figure 1: 


Frequency of Treatment 


Treatments may be required as 
often as two or three times daily, 
more often once daily or three times 
weekly are sufficient to achieve desired 
objectives. Each problem must be in- 
dividually evaluated. Interpersonal re- 
lationships between patient and thera- 
pist are of tremendous importance. 
Many of the aged withdraw their emo- 
tional interest from external objects 
into themselves, and it is necessary to 
reverse this procedure. The therapist 
and all personnel have an opportunity 
to assist in this activity. The nurse, the 
therapist, the occupational therapist, 
the physical therapist, the doctor and 
the staff members are all going to assist 
in reversing this process. Personnel se- 
lected to work in the home must be 
capable of warm relationship and gen- 
uine interest in the aged in addition 
to possessing technical skills. Without 
this combination the home will not 
have an adequate program. 

The patient who has felt rejected 


‘must be made to feel accepted and 


wanted. Therapists endeavor to do this 
in their relationship with patients. The 
occupational therapist has many op- 
portunities to develop this relationship 
and activities are chosen which the 
patient can perform successfully. The 
therapist must then show by his words 
and actions that he personally ap- 
preciates the individual’s efforts and 
accomplishments and that these ac- 
complishments have meaning and 
significance. 

In the care of the aged and handi- 
capped, emotional and social self-suf- 
ficiency is of no less importance than 
physical self-sufficiency. Social and 


emotional insecurity must be recog. 
nized and treated. Recreation is a 
therapeutic device of such importance 
as to be an integral part of medical 
care in many programs. The Veterans 
Administration has made recreation a 
section of its Physical Medicine and 
Rehabilitation Service. There is a trend 
to make recreation programs a prereq- 


-uisite for licensure of homes for the 


aged and nursing homes. Rusk reports 
that laws to this effect are now in ex- 
istence in New York and California. 

Many of the aged, as well as the 
handicapped, need recreation periods 
which provide the opportunity and en- 
couragement to express individual 
ideas. They require these to realize their 
potential for gaining or regaining 
social and emotional maturity. This 
faculty often is lost or destroyed 
when physical disability and infirmity 
threaten an individual. 

We must plan adequate and medi- 
cally guided recreation programs for 
the long-term chronically ill person. 


Community Integration 


Once the patient is resocialized it is 
a small step to reintegrate him into 
community activities by making avail- 
able planned trips, visits, social ac- 
tivities, education and recreational ex- 
periences outside of the home. Keep- 
ing in mind that not all the aged can 
be accommodated in nursing homes 
our objective should be to serve the 
community so that the skills, talents 
and facilities that we possess are made 
available to as many people of the 
community as possible. Through out- 
patient -services, through advisory and 
counseling programs and_ through 
training of families of the disabled, 
most of us, with only modest increase 
in cost, can improve the services in 
the communities we serve. All long- 
term facilities should prepare to be 
of greater service to the communities 
they serve and outpatient services will 
be an integral part of an improved 
community service. 

Restoration of maximum function 
is the ultimate goal for people of all 
ages. Many individuals have remediable 
defects and disabilities which may 
handicap them for years before they 
are discovered and placed on a thera- 
peutic retraining and reconditioning 
program. Often within the commun- 
ity there reside various separate agen- 
cies and facilities which can be inte- 
grated into an affiliation to give care 
to the handicapped. * 
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LAW FORUM 


Federal Interest in the Aged 


The White House Conference on Aging to be 
held in January, 1961, will spark Federal and 
State legislation designed to improve and expand 
health and medical care facilities for the elderly 


by WILLIAM A. REGAN, Attorney at Law e Providence, R.I. 


™@ MR. REGAN HAS BEEN APPOINTED by Health, Educa- 


tion and Welfare Secretary, Arthur S. Flemming, to the 
National Advisory Board for the White House Conference 


on Aging. As a ranking member of the Health and Medi- 


cal Care Sub-committee of that Board, our legal editor 
comments on developments to date in preparation for this 
landmark meeting in Washington. 


HE FOCUS OF THE NATION presently on health care 
ta the aged is a picture of democracy at its best. 
The communications media of press, radio and television 
are combining to project the picture of the great gap in 
_ the health and medical care program. Such a spontaneous 
and coérdinated effort for this humanitarian purpose is 
remarkable in this day and age. The current congres- 


sional debate on relief for the aged from the burden of. 


providing for their medical care promises to generate as 
much heat in the pre-convention warmup as other her- 
alded issues, such as civil rights and the labor plank. Not- 
withstanding the congressional debate on whether the 
health-for-aging legislation should be based ona volun- 
tary health insurance plan or on social security, everyone 


seems agreed on the urgency for the need for some form _ 


of health insurance to relieve the limited budgets of most 
elderly people in the event of sudden and unexpected 
illness. The busy planning, both on the federal level and 


in all 50 states, for the forthcoming White House Con- 


ference on Aging to be held in Washington in January 
of 1961 further emphasizes the marvelous preoccupation 
at the moment with this all-i “important social and economic 
problem. 

Seldom before in this generation has America’s sense 
of national values and respect for the dignity of the 
human individual asserted itself so forcefully for all the 
world to see. Can one imagine the reaction of world 
leaders and people in other nations throughout the world 
to the fact of the intense congressional, literary and man- 
on-the-street preoccupation with the health needs of 
senior citizens? People behind the Iron Curtain must be 
particularly impressed. Those who have scoffed at her 
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materialism and have criticized her system of government 
should look reflectively upon the American scene. 
The largest single effort in this direction lies in the 


federal and state preparations for the White House Con- 


ference on Aging. The architect of the legislation creating 
the White House Conference on Aging is the Honorable 
John E. Fogarty (D., R.I.). By its nature, identified as a 
pertinent project for the Department of Health, Educa- 
tion and Welfare, the responsibility for the organization 
of the White House Conference on Aging has been as- 
signed to the Under Secretary of Health, Bertha S. Adkins. 
In accepting this great responsibility, Miss Adkins has 
made it clear that the organization and planning for the 
White House Conference in all its aspects will be non- 
partisan and non-political. 

The anatomy of the White House Conference on 
Aging demonstrates that it is designed for action and 
solid results. A national advisory committee of approxi- 
mately 130 outstanding health leaders is serving at the 
invitation and pleasure of Health, Education and Welfare 
Secretary Arthur S. Flemming. This committee met for an 
Organizational institute in Washington in June of 1959, 
and has met again in May of 1960. A number of sub- 


committees has been formed to prepare background papers 


on subject areas that seem to relate to the problems of 
aging. 

The Health and Medical Care Committee is working 
under the chairmanship of Dr. Leonard Larson and has 


met regularly to develop proposals in preparation for the 


January, 1961 meeting with reference to the health and 
medical care needs of elderly citizens. Ranging from a 
study of medical care requirements through an evaluation 
of personal medical care costs and expenditures, this study 
of health and medical care needs of a particular segment 
of society is designed to spark legislation on the federal 
and state level which will provide the money and support 
necessary to meet the growing challenge of chronic and 
acute hospital care for the elderly. 

This Washington Conference in January of 1961 will 
bring together approximately 3,000 delegates from all 


(Concluded on page 104) 
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NURSING SERVICE 


Conducted by Viola Bredenberg 


The Director of Nursing © 


Service Organizes Herself 


BUSY DIRECTOR of Nursing serv- 
A ice was heard to say, “Directors 
are so busy organizing everyone else 
that they neglect their own planning. 
“I seem to have everything in the de- 
partment of nursing service organized 
except myself.” Isn’t it true? Most 
directors of nursing service today will 
admit a growing sense of frustration 
as they view the mounting pile of 
unanswered correspondence; an in- 
creasing calendar of “must” meetings; 
the ever-present staffing problems; the 
planning within nursing, which accom- 
panies medical advances and new con- 
cepts in the care and treatment of pa- 
tients; questionnaires that ask for every 
type of statistical data; the many per- 
plexing problems to be settled which 
arrive via the “open door;” to say noth- 
ing of the many projects which the di- 
rector herself, in her more optimistic 
moments, has initiated. There are not 
enough hours in the day, or days in 
the week, to keep above the rising 
tide within and without the hospital. 
In self defense, therefore, the director 
is forced to take time out for self-or- 


*Sister Mary Ann, a member of the 
C.H.A. Council on Nursing Service, is di- 
rector of Nursing Service at St. Vincent's 
Hospital, Worcester, Mass. 


ganization—to think and also to plan. 

But where does she begin? What 
should she be doing, or probably it is 
more to the point to ask what zs she 
doing? A starting point would be to 
list under such broad areas as plan- 
ning, organizing, staffing, directing, 
co6rdinating, reporting, budgeting and 
evaluating the specific activities neces- 
sary for discharging these functions. 
What must the director do? Is she 
doing it? If not, why not? If the di- 
rector can see what she should be do- 
ing, she should also be able to see 
what she should mot be doing. Is she 
performing duties which belong prop- 
erly to other departments, such as the 
pérsonnel housekeeping or purchasing 
offices? She may be obliged to double 
in these capacities in smaller hos- 
pitals, it is true, but if so, it should not 
be at the expense of her first respon- 


‘sibility—managing the nursing serv- 


ice of the hospital. | 

Again, has she carried through her 
delegation of nursing service functions 
concomitant with appropriate respon- 
sibility and authority to her nursing 
supervisors? Supervisors are the link 
between the director and the head 
nurses. Every unit problem, includ- 
ing those of daily staffing, should be 
referred by the head nurses to their 
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supervisor; and they should, whenever 
possible, be settled by the supervisor. 
A pleasant surprise awaits the director 
of nursing service who has the cour- 
age and foresight to allocate the super- 
visory functions where they belong and 
who requires that her supervisors be 
such in fact, as well as in name. 
When the non-director activities 
have been eliminated, the director is 
ready to think about her own schedule. 
If she is to give effective direction, her 
own schedule must be firm enough to 
allow steady progress toward prede- 
termined goals, but flexible enough to 
allow for the human element. Direc- 
tion implies leadership and leadership 
is always concerned with people. Deal- 


ing with people calls for self-control. 


Good organization, like freedom, is 
something everyone desires, but for 
which few are willing to pay the price- 
self-discipline. For the director of any 
program, self-discipline has a two- 
fold meaning—the discipline of keep-. 
ing oneself on a self-imposed schedule, 
and the discipline of controlling one- 
self when obstacles arise which 
threaten the schedule. The good di- 
rector makes allowance for adjustments 
in emergency situations, but plans to 
get back on course when the emer- 
gency ceases. 


HOSPITAL PROGRESS 


| 
| 
| 
4 
| 


After she has sifted her activities, 
the director probably will find that 
essentially her time is taken up with 
communicating with people. She will 
find herself as a cog in the communica- 
tions system which runs up to the 
administrative level; down through the 
nursing service Organization; across to 
other department heads; and even be- 
yond the hospital into the community, 
In planning her schedule, she must de- 
cide on the relative importance of 
these various communication lines and 
establish priorities. Department head 
meetings, meetings with the medical 
staff and the administrative meetings 
and conferences which have to do with 
policies and over-all planning which 
vitally affect nursing service have top 
priority. Moreover, in order that she 
may be effective in such meetings, the 


director needs time to prepare perti-— 


nent data concerning nursing service. 
Reports coming to the nursing office 
must be analyzed and the data com- 
‘piled if it is significant. 

The next priority should be given 
to communications with the nursing 
supervisors. Because it is primarily 
through the supervisors that the nurs- 

ing service director achieves her ob- 
_jectives, she should make herself read- 


ily accessible to them. Nursing service 


problems arise daily, often hourly, 
which may call for immediate decision 
at the administrative level. Brief, daily 
rounds to the nursing sections provide 
an ideal means of making informal 
contact with the supervisory staff and 
at the same time establishing that 
,easy rapport so conducive to good 
human relations. This is also a good 
time to make informal contacts with 
the medical staff as they make their 
rounds. The environment is good for 
these casual encounters, which may be 


used effectively for clarifying hospital 


policies. and procedures or for indoc- 
trinating the medical staff on projects 
which are under way and on which 
support and/or understanding are 
needed. Communications will cease be- 
tween administrative and supervisory 
nurses unless there is a system of for- 
mal reporting at that level at change 
of shifts. This is easily accomplished 
if the day supervisors come to the 
nursing service office for oral reports 
with the night and evening supervis- 
ots at the beginning and end of the 
day. Transfer of responsibility takes 
place on the administrative and super- 
visory levels just as it does on the unit 
level three times within each 24 hours. 
A third area of communications is 
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that concerned with individual con- 


ferences with the nursing personnel. 
It might be well for the director to 
take a look at her “open door” policy. 
Perhaps the door is a little “too open,” 
and some curtailment is indicated. 
Here may possibly be the greatest 
theft of the nursing service director's 
time. Approachability, as a means of 
building up personnel morale and 


esprit’ de corps, does not necessarily 
mean that the director places herself 


at the beck and call of all. If the 
supervisors have been given adequate 
authority to settle problems arising 
within their jurisidictions, it should re- 
duce unnecessary conferences between 
the director and individuals on the 
nursing staff. Most of the problems 
are concerned with work or time as- 
signments,—matters that are within 


the supervisor's authority. 


Planning the Schedule 


Meetings. Scheduled meetings rep- 
resent more or less fixed elements in 
the director’s schedule because they 
are planned in advance. Therefore, 
these are the first items which the di- 
rector jots down on her calendar. Daily 
plans will necessarily be made around 
these fixed meetings and conferences. 
Time must be allowed for preparation 
for the meetings. If the meetings are 
on the administrative or interdepart- 
mental level, preparation should in- 
clude a review of the problems ar- 
ranged for discussion and the collect- 
ing of pertinent data. 

Meetings with the nursing service 
groups likewise need careful prepara- 
tion. An agenda should be prepared in 
advance. The wise director can achieve 
many of the long and short range goals 
of nursing service through such meet- 
ings and through committee action. 


Again, there must be_ considerable 


planning to determine these goals. A 
helpful tool is the “Check List for Self- 
Appraisal,” (1959 Directory Issue of 
HOSPITAL PROGRESS ). A careful evalu- 
ation of nursing service will identify 
the areas which need attention. Some 


of these should be immediate goals, 


such as the written statement of ob- 
jectives, plan of organization, master 
staffing pattern, etc. Further revision 
of nursing procedures, such as the 
formulation of policy manuals may re- 
quire a much longer time. These long- 


range goals are best accomplished by 


special nursing service committees. 
However, targets should be placed for 
completion of projects, and interest 


kept alive by carefully kept minutes 
which report the meeting-to-meeting 
progress being made. The hospital ad- 
ministrator should receive a copy of 
the minutes of nursing service meet- 
ings and conferences. 

Utslization of the office time. The 
director needs free time in which to 
scan nursing unit reports; check time 
assignments submitted by the super- 
visors and thus ascertain adequacies or 
inadequacies in staffing, and skim over 
current hospital or nursing periodicals. 
In respect to the latter, the practice of 
underlining significant statements in 
the articles will aid the next readers to 
whom the periodical is offered. 

Time is needed for clearing the 
desk basket of requests for leaves of 
absence, memoranda sent from nursing 
units, dictating correspondence, and 
other matters, all.of which are time 
consuming. During this time, the di- 
rector can familiarize herself with the 
reports on critically ill patients, the bed 
occupancy charts, incidence reports 
from the units and the current per- 
sonnel roster, which should show the 
unfilled positions. She should know 
where suitable applicants for work are 
needed. The more tools of the “quick 
glance” type the director develops, the 
better equipped she is to handle emer- 
gency situations. One caution, how- 
ever, if they are to be useful, such 
charts must be kept current. Last but 
not least, a director needs competent 
secretarial assistance. Non-nurse ad- 
ministrative assistants have also dem- 
onstrated their usefulness in hospitals 
that have supplied them for the di- 
rector of nursing service. 


Nursing Service Reports 


Good nursing service reports are in- 
dispensable tools for the nursing serv- 
ice director. They comprise in large 
part the written communications con- 
cerned with patient care; what prog- 
ress is being made in achieving a 
smoothly run service: and indicate 
what still remains to be done in the 
various areas. Care should be exer- 
cised in devising report forms, es- 
pecially those which will be used by 
the nursing units. Simplicity reduces 
the chance of error in the accuracy of 
data being supplied. Nursing units 
should not be asked to supply data 
which can be obtained elsewhere such 
as from the medical records depart- 
ment. Nursing hours of paid personnel 
can be procured each week from the 

(Concluded on page 148) 
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NURSING EDUCATION: 
: Conducted by Margaret Foley 


College Programs Conference 


PATTERNS OF Organization 


AND administration 
Second in a series of | | | 

five presentations 

made at the C.CS.N. Conference 
of which preprints will be 
available soon 


at a nominal cost | 
by SISTER M. JOSETTA, R.S.M.* 


'HE GROWTH OF THE IDEA that nursing can be a pro- program was primarily directed toward the training of a 

fession, as well as an art, was responsible for seeking nurse through an apprenticeship rather than the educa- 
to place the preparation of the professional nurse intan _—sittion of a professional person. This traditional view of 
educational institution. Genuine collegiate schools of nursing education has been one of the chief obstacles in 
nursing began to appear in 1930. There was evidence that the development of the collegiate school and, therefore, 
their curricula were basically in accord with good aca- of the development of nursing as a profession. © 
demic principles. They contained a program of general It is probably true to say that lack of integration of 
studies equivalent to general education and a field of con- the liberal studies with the professional studies was one 
centration embracing the theory and practice of nursing. of the chief defects of the early programs. In some 
Clinical experience in a hospital was conceived as labora- — cases geographical difficulties were responsible for the 
tory experience. : students receiving their education in “two chunks’— 


the academic on a college campus and the clinical within 
a hospital environment. Often the clinical instruction and 
experience in the hospital was completely divorced from 
any relationship to the instruction received at the col- 


Acceptance of programs of this caliber required a 
long period of education on the part of the hospital per- 
sonnel and on the part of the faculties of institutions of 
higher learning. Some of the well-developed programs - 


offered today are the result of 25 years of effort to estab- lege. This type of separation reflected all too frequently 
lish a real pattern of collegiate education. The fact that the gulf that existed between the points of view of the 
for so many years schools of nursing had been one of two supposedly codperating institutions. . 

the chief auxiliaries of nursing service tended to blind the The “sacred character” of the three-year nurses’ train- 
hospital to a further fact—that the hospital nursing school ing program was considered to be inviolable—any attempt 


to modify it met with intense and often violent opposi- 
tion. The state said it took 1,095 days to prepare a 
person to assume the responsibility of a trained nurse! 


*Dean, Saint Xavier College School of Nursing, Chicago, | 
Ill. Presented during the C.C.S.N. Conference on College Pro- (In 1934, when Saint Xavier College was initiating its col- 
grams in Nursing, St. Louis, Mo. Nov. 12-14, 1959. legiate program, set up from the beginning as a four-year inte- 
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grated program, a special session of the State Board of Nurse 
Examiners was held to which the dean was summoned to explain 
and justify the new curriculum being presented. THE 1,095 DAYS 
IN A HOSPITAL WAS THE MAJOR ISSUE. -The fact that the 
program included thorough preparation in the basic sciences of 
chemistry, biology, and psychology as well as courses in sociology 
did not seem to make any difference. The time spent on this 
work could not affect the length of time necessarily spent within 
the hospital—1,095 days! Finally, one of the spectators, the di- 
rector of one of the large secular hospitals in the city, exclaimed: 
“I'd like to have nurses like that in my hospital . . . they are 
far exceeding the standards you [the state] have set.” Pressure 
was brought to bear on the college from many sources to 
change the program to a five-year one... 
three-year program in nurses’ training would not be tampered 
with or changed. That this training might be accomplished in 
a shorter period of time was considered rank heresy. To add or 
subtract from the number of class hours in a given traditional 
subject was sacriligious; to suggest that a different order of pres- 
entation of topics might be an improvement was daring—and 
brash! ) 

This tenacious attachment to the status quo was a 
tremendous factor in delaying the development of the 
upper level program in nursing. Nursing instructors and 
administrators simply did not understand the fact that 
the college or university must assume the responsibility 
for the professional program. How many times have col- 
lege faculty and administrators heard the exclamations, 
“You aren’t a nurse—you don’t understand.” . . . “Nursing 
is different.” It is only since the university schools have 
been approaching the problem of extending knowledge in 
the field of nursing—of developing programs of true 
graduate research into the problems of nursing and nurs- 
ing education—that there has been a growing develop- 
ment of real collegiate programs in nursing on the bacca- 
laureate level. This achievement required high courage: 
to experiment in the development of new ideas in curric- 
ulum; to integrate course content; and to exclude de- 
liberately much repetitive practice. But above all, had to 
be implemented the principle that a student in the nurs- 
ing program is a stwdent—there to receive an education— 
and that nursing service at this stage is not to be expected 
of her, except as laboratory supplement to her study of 
theory. 

The ever-extending frontiers of science and technol- 
ogy, of medicine and public health “consciousness” have 


expanded the role of nursing. The idea of different . 


levels of nursing, at first so abhorrent to the R.N., slowly 
yet inevitably began to be accepted. The furor caused by 
the Brown Report of 1948 painted a clear picture of the 
emotional reaction to any change in the “sacred basic 
pattern.” Today, 12 years later, the aide, the practical 
nurse, the general duty nurse and the head nurse, all have 
different functions on the nursing team. Seldom is heard 
any criticism of this dispersion of the duties usually done 
by THE nurse. Instead there is almost universal agree- 
ment of the necessity of a team of workers, members of 
which function on different levels; together they work for 
the care of the sick. 

In attempting to present the pattern of organization 
and administration of a collegiate school of nursing and 
of a university school of nursing, the author has chosen 
to describe two with which she is familiar, certain that in 
this way others can see their own institutional program 
against a single pattern. 

There can be no doubt regarding the advances made 
since the establishment of the Council of Baccalaureate 
and Higher Degree Programs of the National League for 
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Figure 1 
Credits 
FIRST YEAR 2Qnd 
Chem. 101-2 Gen. Chem. a 
Eng. 101A Logic — 
Eng 101B Crit. Think. 
102 
H.E. 101 Nutrition 
Hum. 101 Int. Humanities 
N.S. 101 Fund. Sci. Nat. 
103 Prin. & Meth. Biol. 
Nurs. 100A-B Orient. to Nurs. 
h. 102 Fund. of Spch. 
Theol. 101 Intro. to Theol. 


SECOND YEAR 


lw wanl lol» w 


Biol. 204-7 Anat.; Phys. 
Chem. 103 Organ. Chem. 
— 103 Interp. Poetic Texts 
N.S. 104 Prin. & Meth. Psych. 
Nurs. 100C Orient. to Nurs. 
200 
201 Rel. 
urs. 
$S. - 201-2 Int. to Science of 
Human Action 
Theol. 201 Summa Theol. | 


SUMMER SESSION 
Nurs. 202 


Nurs. Il 


Nursing. The solid thinking that has emerged from this 
council has done much to correct faulty notions concern- 
ing the type of program which must be developed in a 
college or university with nursing constituting the stu- 
dent’s field of concentration. Also, the clear delineation 
of what is genuine graduate study toward the M.A. or 
Ph.D. in Nursing has helped to make it possible to secure 
faculty personnel who understand the principles of higher 
education; and this facilitates communication between the 
central administrator of the college or university and. the 
nurse administrator. There is every evidence that nursing 
has achieved full professional stature in the field of 
higher education and the road ahead is open for progress 
and development. 

There is not, and never will be, any absolute pattern 
of administration and organization. Administration and 
Organization are merely the structures through which the 
functions of the nursing curriculum must develop. As 
frontiers are pushed back, as the concept of nursing ex- 
pands, as new functions are introduced, some of the “acci- 
dents” of the organization pattern may change. THE BASIC 
PRINCIPLES WILL NOT. The understanding of the WHAT 
and WHY of higher education is essential. The HOW to ac- 
complish the desired end can change. The more the 
broad aspect of nursing is understood by everyone—the 
hospital administrators, doctors, the public at large, col- 


lege and university administrators and faculty—the more 


it becomes possible for professional nursing to assume its 
proper place in modern society. The profession is then 
able to make its contribution to society and to prove its 
right to a position within the company of professions al- 
ready established within the university. The content of 
the curriculum of the baccalaureate program is of major 
importance in the attainment of a true academic and pro- 
fessional stature in the field of nursing. The proper bal- 
ance of liberal studies and professional studies must be 
attained if the product of the program is to be a well- 
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educated person with professional competence and not 
merely a competent technician. 

In the beginning, one of the severest struggles was 
concerned with the content of the curriculum, with the 
division of time allotted to the content of liberal and 
general education and that allotted to the professional part 
of the program, with the amount of science versus the 
amount of work in the humanities. In some of the early 
programs the amount of science and professional work 
was overwhelming. Efforts to introduce the humanities 
and social sciences met with fierce opposition. The tend- 
ency to ovetbalance the total curriculum with science and 
technical “know how” was a powerful one. The role of 
liberal education and its value in the life of the person was 
hardly understood. A great problem existed in the de- 
velopment of a curriculum which would be liberal and at 
the same time soundly professional, a curriculum which 
was capable of developing an educated person, profes- 
sionally competent in the field of nursing. Again, the 
achievement of this goal must come from the harmonious 
working together of the faculties representing the liberal 
and the professional aspects of the program. It has been 
possible to do this as more members of the nursing faculty 
became available who themselves have had a liberal edu- 
cation. The graduate schools in the university must keep 
this goal in mind when considering the content of the 
collegiate curriculum. 


low it. 


It might be worthwhile to sketch the history of Saint 
Xavier College School of Nursing and point out quickly 
some of the problems that were met. Many of these are 
problems others have had or will have in planning a col- 
legiate program. Seeing mistakes in St. Xavier's attempts 
at improvement should enable others to avoid similar ones. 

When Saint Xavier College brought the Mercy Hos- 
pital School of Nursing into the college structure in 1934 
there were few who understood what this meant . . . few 
in the college among the administrators and faculty, and 
few in the hospital among administrators, doctors, nursing 
school personnel and nurses—and, surely, few among the 
public at large. The expanding role of nursing was evi- 
dent to a limited number of persons of vision. The far- 
reaching effects of the new scientific discoveries in pure 
science on medicine and on public health and of the tre- 
mendous extension of public welfare on nursing and on 
hospital services were just not within the horizon of 
most. Those who did have the vision realized that en- 
tirely new approaches to both nursing and medical serv- 
ices were inevitable. As one looks back now, with hind- 
sight, it is all so obvious. The spectrum of the field of 
nursing now includes many levels, each one of which con- 
tributes to and is essential to the whole. The university | 
level has the rightful position of expanding knowledge 
within the field and giving direction and order to all be- 
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Because there was no one on the staff of the school 
of nursing adequately prepared to assume the academic 
responsibility for the program, it was placed within the 


Division of the Exact and Experimental Sciences, the . 


chairman of which was a Ph.D. in biology. For a few 
years the field of concentration was biology; the College 
was not ready to accept nursing as a field of concentration. 
It was, from the beginning, a four-year integrated program 
of liberal arts and nursing. Four summers were included 
in the program at this time. Why? It had to be in order 


to count 1,095 days in the hospital!! 
During the first years, inevitably difficult years, a 


number of principles evolved: 
1) The school had to achieve freedom from the pressures 
of service necessarily concomitant with association to the 
hospital. (Eventually this led to the separation of Nursing 
Education from Nursing Service.) 
2) The faculty of the school of nursing had to achieve 
freedom from responsibilities to the hospital. 
3) Nursing personnel of the hospital had to recognize 
the difference between “training’’ and “education.” 
4) Doctors had to learn that nurses were capable of being 
more than robots. 
5) College faculties and administrators had to accept nurs- 
ing as a field of study, entitled to a place among the al- 
ready recognized disciplines. 
6) The public at large had to be educated to the idea that 
nursing education was worth spending money to attain. 


During these trying years of learning, evolution and 
revolution, the organization and administration of the 
school passed: through a number of changes: 


Ist Period: Nursing was placed in the Division of the Exact and 
Experimental Sciences under the guidance of the Depairt- 
ment of Biology. 

(1) The director of the school was also the director of 

nursing service. 

(2) The hospital floor supervisors were responsible for 

the clinical assignments and supervision of the student 

nurse. 

(3) Students paid tuition for only two years. Maintenance 

was provided during the last two years by the hospital in 

recognition of the service rendered by the student nurse. 
2nd Period: Nursing emerged as a field of concentration. It 

was located in the Division of Community Service with 

other professional programs. 

(1) The director of the school still was responsible for 

nursing service. 

(2) Six courses in Medical - Surgical Nursing were 

offered as an upper level field of concentration. Great dif- 

ficulty was encountered in securing properly prepared per- 

sonnel to handle instruction on the divisional level. 

(3) Students still paid tuition for only two years and 

still received free maintenance from the hospital during 

the period of clinical experience. | 

3rd Period: Although delayed by war, which made extraordi- 
nary demands on nursing services, the school attained 
academic and administrative autonomy within the college. 
(1) Full autonomy of the school under the leadership of 
a fully qualified director, with status above that of a chair- 
man of a division. 

(2) Complete separation of nursing education from nurs- 
ing service. 
(3) Appointment of clinical instructors to college faculty 


(solely responsible to college with no responsibility to— 


hospital ). 


(4) Salary contracts on a nine-month base for all nursing 


faculty, similar to the contracts of the other faculty. © 

(5) A competently prepared faculty, able to develop the 
field of concentration on a level consonant with other 
disciplines of the college. 

(6) Acceptance by the college for the total financial sup- 
port of the program. 

(7) Tuition and fees, room ant board, charged through- 
out four years. 
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Figure 3 
SAINT XAVIER COLLEGE 
School of Nursing 
Administrative Organizationx 


| Board of Trustees | 


| President | 


Exec. Vice-Pres. 
and 
Dean of Faculty 


| Dean of Students | 


| 3 Dir., School of Nursing | 


| Faculty | | Students | 


Detail showing expanded relationships for School of Nursing. 


(8) Five-day week inaugurated—no evening, night, or 

week-end assignments for the students. 

(9) Opportunity for students to engage in gainful employ- 

ment during free time. 

Throughout these periods of development and evolu- 
tion, the dean of the college assumed much responsibility 
for the direction of the program. Progress was slow, how- 
ever, until all of the nurse faculty were directly responsible 
to the college and the nursing service function was com- 
pletely disassociated from the school. Once these were 
achieved, a true collegiate program was free to emerge. 

Through the years the curriculum of the school was 
constantly under revision. Constant attempts were made 
to integrate and correlate the liberal studies with the pro- 
fessional studies. A look at the catalogs from 1935 down 
to the current edition shows a continual adjustment of 
the content of the curriculum. The faculty believes a fair 
amount of integration of liberal education with profes- 
sional education has been achieved (Fig. 1). 


The pattern of organization of the College, showing» 


the placement of the school of nursing within the frame- 
work of the total college organization and a chart depict- 
ing in some detail the relation of the director of the school 
appear as Figures 2 and 3. It is evident that the director 
of the school is one of the administrative officers of the 
college. The director is a member of the advisory council 
to the executive vice-president. The entire nurse faculty 
of the school of nursing is an integral part of the college 


faculty. They attend all faculty meetings, seminars and 


academic and social functions. 

_ The students in nursing are directly under the juris- 
diction of the office of the dean of students. They are 
eligible for membership in all student organizations: The 
Student Association, Student Council, Sodality. They at- 
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Figure 4 
School of Nursing 
The Catholic University of America 
| Rector 
| Vice-Rector | 
Dean 
| School of Nursing | | 
an 
| Sec. Staff | | Adm. Assts. | 
| Undergrad. Div. | | Grad. Div. | 
| 


Adm.—Nurs. Ed. 

Adm. Nurs. Serv. 

P.H. Nurs. 

Med.-Surg. Nurs. 
Psych.-Ment. Hith. Nurs. 


Mat.-Inf. Hith. Nurs. 
Card. Dis. Nurs. 


tend all campus activities: academic, spiritual, cultural 
(plays, concerts, lectures), social (mixers, dances, etc.). 


The University School of Nursing: 
its Organization and Administration ° 


The essential feature of the university school . of 
nursing is the position and rank it holds with the other 
university-administered professional schools. The unique 
function of the university school lies in the responsibility 
it has for the expansion and development of frontiers of 
the field of nursing and for the preparation of administra- 
tive and teaching personnel needed to work in the field 
of nursing. Unless the university performs this function, 
collegiate nursing cannot flourish and the professional 
status of the field cannot be maintained. THE GRADUATE 
FUNCTION OF THE UNIVERSITY SCHOOL OF NURSING IS 
OF PRIME IMPORTANCE. However, it is also necessary for 
the university school of nursing to be involved in nursing 
education at the baccalaureate level. Vitality and reality 
is given to graduate instruction when opportunity is at 
hand for the faculty to be involved in directing a program 
in nursing at the undergraduate level. 

The author has chosen to comment on the Catholic 
University of America School of Nursing and to present 
the specific details of its growth and development as a 
university school and thus demonstrate the emergence of 
the structure of its present organization and administra- 
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tion (Figures 4 and 5). Its status today is what may be 
expected of any professional school within a university. 
Its history, too, is interesting; it shows clearly the stages of 
evolution through which nursing as a profession has 
passed in its development as a field of professional study. 

In 1932, Catholic University offered instruction for 
the first time in nursing education. The courses were 


- primarily directed to meet the needs of graduate nurses 


who wanted to work for a baccalaureate degree or to 
pursue courses in, nursing education in preparation to di- 
rect or teach in schools of nursing. The program first estab- 
lished resulted in a curriculum leading to the BS. in 
Nursing Education and the first degree was awarded in 
1934. This was followed in 1935 with the curriculum in 
Public Health Nursing. In effect this established two de- 
partments of nursing: one in Nursing Education and the. 


other in Public Health Nursing. The Division of Nursing 


Education was given active membership in the Association 
of Collegiate Schools of Nursing in 1935. In November, 
1935 the University formally approved the establishment 
of the Catholic University School of Nursing and thus 
gave nursing status with the other professions in the 
University. Curricula on the master’s level were inaug- 
urated immediately in Nursing Education and in Public — 
Health Nursing. 

In 1949 the Undergraduate Division of the School of 
Nursing was inaugurated. A look at the catalog offerings 
of the Catholic University School of Nursing since 1949 


* will show a continual reordering of the content of the 


curriculum. This is evidence of faculty effort to keep the 
program abreast of developments within the profession 
and also to bring into the curriculum a balanced program 
of liberal studies so necessary for the intellectual and 
cultural enrichment of the person (Figure G). 

In 1951 the program leading to the Master of Science 
in Nursing was begun. Catholic University has been in 
a leadership position in university nursing education and, 
as such, has been a factor in the strengthening of the 
status of nursing as a profession. With graduate programs 
now available, not in the rather inchoate area of Nursing 
Education, but in the Administration of Nursing Educa- 
tion, in the Administration of Nursing Services, in Ad- 
vanced Medical and Surgical Nursing and in other spe- 


Figure 6 
Sem. Credits 
THIRD YEAR 1st Qnd | 
Nurs. 300-1 Nurs. lll; IV 7 7 
303 Interpers. Rel. Il 1 _ 
210 Interpers. Rel. Ill — 1 
Psy. 202 Ed. Psych. 3 _ 
302 Human Growth 
and Development 3 
Soc. 210 The Family _ 3 
Theol. 301 . Gen. Ethics 3 _ 
| 302N Spec. Ethics _ 3 
14 17 
SUMMER SESSION 
Nurs. 304 Psych. Nurs. 7 
3 305 Tuberc. Nurs. 2 
FOURTH YEAR 
urs. © 302-7 P. H. Nurs. 3 3 
308 PHN-Fid. Prac. _ 3 
306 -Child Hith. 7 
400 nior Sem. a 3 
Theol. 303, 308 ~yarmeedl Theol. 3 3 
13 12 
1 semester hou: = 71% hrs. clinical laboratory experience. 
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Figure 5 


FACULTY ORGANIZATION 
School of Nursing—The Catholic University of America 


| Vice-Rector 
| | Dean | 
FACULTY 
COMM. OF WHOLE 
(all full-time faculty) 


Graduate COUNC. ON RES. 
CURRICULUM CURRICULUM AND GRAD. DEG. 
- COMMITTEE COMMITTEE (all full-time fac.) 
STANDING Divisional Counc. for 
COMMITTEES in Nurs. 
and Nurs. Serv. 
Admissions 


Appmts. & Prmts. 


Inservice 


Library 


Orient. & Guid. 


Affiliations 


Examinations 


Faculty Social Club 


Chm. & Secy. of 
Comms. Flexible 


| Counc. 


Nursing 
Maternal-Inf. Hith. Nurs. 


Divisional Counc. 
Med.-Surg. Nurs. 
Card. Dis. Nurs. 


_ Divisional Counc. 
Psych.-Ment. Hith. Nurs. 


Membership Flexible 


Cialty areas, it has become possible to prepare the sorely 
needed personnel for college faculties in all the areas of 
specialization within the field of nursing. 

One more step is needed and no doubt the faculty 
and administration of the school of nursing are consider- 
ing it. That is the extension of the graduate program 
to include work leading to the Ph.D. degree in nursing. 


_ Dr. Frances Thielbar stated last year that a recent survey 


had shown only 78 nurses in the United States with Ph.D. 


degrees and that many of these degrees were in fields — 


other than nursing—anthropology, education, psychology 
and others. Many of these Ph.D. nurses were not faculty 
members in schools of nursing. They had left nursing 
and were working in other areas. Further evidence that 
nursing as a profession has reached maturity will be given 
when more of the university schools of nursing offer pro- 
gtams leading to the Ph.D. degree in Nursing. 

The most theoretically perfect organization and ad- 
ministrative procedures are still only means to the end. 
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Professor John L. Hayes, dean of the School of Business 
Administration at Duquesne University puts it this. way: 
“Organization is a mental image which when implemented 
with a chart, position descriptions, standards of perform- 
ance and planning wses the principles of specialization 


of labor in a harmonious interrelationship which culmi- - 


nates in the attainment of an objective.” 

So, the organization and administration of collegiate 
nursing programs must culminate in making possible the 
achievement of the ultimate objective of the nursing pro- 
fession. Nursing is one of the professions which has de- 


veloped in the Christian era. It is the flowering of one 


of the Corporal Works of Mercy. Collegiate and university 
schools of nursing have the responsibility of fostering 
and developing within their faculty and students a deep 
understanding and personal commitment to the involve- 
ment that their profession has with the ills and woes 
of mankind. Not to do this can only result in the eventual 
loss of the Christian concept of the spirit of nursing. * 
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OR ENTIRELY TOO LONG, perhaps, 
physicians have been reluctant to 


accept certain of the potential values” 
inherent in the family-centered con- 


cept of maternity care. This reluctance 
might be explained in terms of the 
physician's training and the various 
pressures placed upon him which, by 
their nature, inevitably tend to pro- 
duce a conservative outlook. The phy- 
sician thus unknowingly becomes the 
perpetuator of events which some- 
times retard change because he is often 
the recipient of patient criticisms rela- 
tive to changes in hospital care and 
community health measures. 

In the case of the family-centered 
maternity care program at St. Mary’s 
Hospital, Evansville, Ind., criticisms, 
and hence problems, arose from the 


moment the plan was adopted. In par- 


ticipating in the establishment of this 
program, the physician was directly 
affected by many of these problems 


quite sometime not realized. There 
was a slight increase in the period 
shortly following the move but a very 
sharp and sudden drop in.census soon 


_took place. The census fell to ap- 


proximately 90 patients per month 
so that while there was now ample 


‘room, patients seemed increasingly re- 


luctant to deliver at St. Mary’s, for they 
had heard about the system of visiting 
privileges which prevailed as a part 
of the new OB program. At that time, 
although the husband could remain 
with his wife through labor, visit at 
any time during the day and hold the 
baby whenever he wished, no other 
visitors were permitted. (Figure 1 is 
a graphic presentation of what took 


place at the time of this transition 


from the old to the new hospital when 
the program was inaugurated. ) 
About one month after the occu- 
pancy of the new hospital, visiting 
privileges were extended to include 


THE DOCTORS’ VIEWPOINT 


and thus, through failure in under- 
standing on his own part, perhaps con- 
tributed to them. More specifically, 
one might say that from the onset 
there were problems relating to this 
new program especially from the 
standpoint of the public which the hos- 
pital served. One phase involved es- 
sentially the whole question of visit- 
ing hours and visiting privileges. At 
the time that the old St. Mary’s Hos- 


pital was vacated the average monthly _ 


OB census was approximately 100 to 
110 babies. Patients were regularly 
turned away because of the limited 
number of beds available. There were 
but 18 beds in the old OB department 
and the demand regularly far exceeded 
the available accommodations. 3 
When in March, 1956 the new hos- 


pital was occupied, it was expected 
that the census would rise immediately. 
This expectation however was for 
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grandparents as well as husbands. This 
step brought no census change and it 
became obvious that the answer had 
not yet been found. As is commonly 
known, patients, except those who are 
seriously or critically ill, normally want 
to enjoy a social hour with their fam- 
ilies and friends. When the privilege 
is denied them, their reactions readily 
take a form such as was experienced 
in our census drop. 

Of course, there were other factors 
which hindered the early success of 
the plan. The concept itself was new 
and from the beginning fears were 
expressed by mothers who had de- 
livered as well as by expectant moth- 
ers and particularly primiparas. These 
fears stemmed mostly from the moth- 
er’s lack of faith in her own ability to 
provide the necessary attention for her 
infant who, in accord with the plan, 
was placed at her bedside throughout — 
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the day. She feared that she would be 
unable to recognize and understand her 
infant’s needs; she feared the possi- 
bility that her baby would choke when 
it cried or coughed; she feared that 
without a nurse’s attention the baby 
would fail to receive proper feeding 
and proper hygienic care. In short, she 
felt that since the baby was new, it 
was fragile and could exist only if 
carefully attended by expert, profes- 
sional nurses. 

Many of the first young mothers 
who had delivered at the new St. 


Mary’s under the new plan spread 


these fears among friends and ac- 


_quaintances, painting frightening and 


distorted pictures of the program of 
care and of the dangerous possibilities 
which it was assumed to present. This 
too was a factor of serious consequence. 

Two carefully planned changes were 
soon introduced which contributed to 
enlightening many minds of the po- 
tential value of family-centered ma- 
ternity care. In the final analysis the 
rapid success which was thereafter ex- 


perienced proved that the value of the 


program was instinctively felt by fam- 
ilies. .. and particularly by primiparas. 
One of these changes was renewed 
emphasis on the education of all con- 
cerned: personnel, medical staff and 
the public as a whole. Both Sister 
Mary Stella and Sister Elizabeth have 
ably described much of this area, so 
that little more need be said from the 


doctor’s standpoint. 


The second development involving 
change was accomplished more easily 
and in far less time. It was a short- 
range step, simply a re-organization 
of the prevailing system of visiting 


privileges. In May, 1956—just a few 


months following the move—it was 
suggested that the standard hospital 
visiting privileges be extended to the 
maternity division and that whenever 


visitors were present, the infants be | 


removed from the mother’s room to 
the adjacent nurseries. This procedure 
is still in effect and the change in 
census which immediately occurred 
speaks well of the policy adopted (see 
Figure 1). The doctors took part in 
this phase of the change. Members 
of the OB staff prepared mimeographed 
bulletins detailing the new visiting 
hours and the changed visiting privi- 
leges being offered by the hospital. 
These bulletins clearly stated that pa- 


tients could have visitors on a regular 


basis at certain times daily. Inquiries 
directed to the doctors by prospective 
patients regarding the St. Mary’s: pro- 
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gram could thus be answered through 
the use of these bulletins. It is my 
personal opinion that the change in 
visiting privileges did much in the 
beginning to bring on some initial 
public acceptance of the program. 

Thus, following the establishment 
of a program of education and a re- 
versal of the visiting regulations, the 
census began to climb rather steadily 
until at the present time about 200 
babies are delivered each month at 
St. Mary’s Hospital. 

It is interesting to review the at- 
titudes toward this program by the 
parents who have participated. In 


order to obtain some grasp of the 
reactions of patients, an interview sur- 
vey was conducted of my last 100 con- 
secutive deliveries at St. Mary’s Hos- 
pital. The following questions were 


asked of the mothers: 

1. Do you like the family-centered 
type of care? 

2. Did you want your baby kept 
in the nursery or at your bedside 
during the night? during the first 24 
hours after birth? 

3. Do you prefer the family-cen- 
tered type of care to the traditional 
central nursery? 

Figure 2 is a summary of the re- 
sponses obtained. It will be noted 


that 32 of the parents interviewed 
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were primiparas and 68 were multi- 
paras. All primiparas indicated that 
they liked family-centered maternity 
care and 59 out of 68, or approxi- 
mately 87 per cent of the multiparas 
stated that they, too, liked the family- 
centered program. Both groups pre- 
ferred that the baby be removed to the 
nursery at night. Although the large 
majority (61 out of 68) of the multi- 
paras wanted the baby placed in the 
nursery for the first 24 hours, certainly 
more than 50 per cent of the primi- 
paras preferred to have the babies at 
their bedside during this same period. 
Finally, it might be pointed out that 
37 of the multiparas in the sample 
had experienced both types of care and 
that 34 of these, or 92 per cent, pre- 
ferred the family-centered plan to the 
central nursery. 

It is especially interesting in this 
regard to note that two of these three 
who did mot prefer family-centered 
care were graduate nurses with large 
families at home. Thus the survey— 
although of a broad and introductory 
nature—lends strong support to the 
belief that the family-centered pro- 
gram is in general preferred by moth- 
ers to the central nursery program. 
This is further substantiated by the 
general impressions which the obste- 
trician obtains in his professional re- 
lations with both expectant and re- 
cently delivered mothers. They seem 
more and more interested and, in some 
cases, determined to be with their in- 
fant sooner—and more frequently to 
have their husbands nearby both dur- 
ing labor and after delivery. 

From the standpoint of the phy- 
sician, then, there are distinct ad- 
vantages associated with family-cen- 
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tered maternity care. For the sake of 
brevity, five such advantages will be 
mentioned: 


1. With family-centered maternity 
care there is an apparent decrease in the 
spread of contagious diseases, for ex- 
ample, impetigo, infectious diarrhea, 
upper respiratory infections, etc., which 
might be brought into the maternity 
ward of the hospital. In this regard it 
is important to recognize that such a 
program will not reduce the incidence 
but it seems certain to prevent the 
spread. This is substantiated by a num- 
ber of excellent studies conducted re- 
cently at various points throughout the 
country on the spread and control of 
staphylococcic infections. (For example, 
see J.A.M.A., Vol. 171, No. 8, October 
24, 1959, Chicago, pp. 1072-1079.) 

2. In general, the maternity division 
which is oriented to family-centered care 
is a quiet maternity division. Anyone 
who has worked in a maternity plan 
having a decentralized nursery readily 
agrees with this generalization, for when 
the baby is close to the mother it re- 
ceives essentially full-time personal ob- 
servation and attention. When it cries, 
the mother takes care of it. If the baby 
has a wet diaper, the diaper can be 
changed immediately and as a conse- 
quence there is very little diaper rash. 
When the baby is hungry it can be fed 
on-demand. On the other hand, in the 
central nursery care is given on a wide 
scale and there is comparatively less op- 
poftunity for personal attention. Noise 
is generally at a far higher level and 
for about a half-hour prior to scheduled 
feeding, there is literal pandemonium. 

3. The family-centered plan provides 
a natural mother-offspring relationship. 
The extent to which the close association 
between the mother and infant will affect 
the baby’s future has perhaps not been 
authenticated ,to any degree of sharp 
scientific accuracy. Yet the mother’s psy- 
chological state is a far healthier one 
when she has the assurance of her baby’s 
safety than when she lies wondering 
what might be happening to him-in the 


distant nursery. And this certainly is 
important! 

4. The family-centered plan increases 
the opportunity for the mother, especially 
the new mother to learn while in the 
hospital the essentials of how to care for 
her baby. This assists her and consider. 
ably reduces her tension at the same 
time. From the physician's standpoint, 
this is of real significance since there is 
far less cause for a well-informed re. 
laxed mother and father, once dismissed 
from the hospital, to call the pediatri- 
cian about the elementary needs of their 
infant. 

5. In the family-centered plan the 
father himself is active. He lends sup- 
port to the mother in labor with the re- 
sult that’ there is a sharp reduction in 
the mother’s needs for analgesia and 
anesthesia and, as a consequence of the 
infant’s not being narcotized, there is a 
parallel decrease in the need for resusci- 
tation of newborns. Medically, this is 
significant. In addition however, the 
father, through his close relationship 
with the entire process, becomes better 
acquainted with his infant from the 
moment of birth. 


The attitudes displayed by both ob- 
stetricians and pediatricians toward — 


the family-centered plan fall into in- 
teresting categories. The final point 
to be made consists of a summary of 
opinions expressed by 20 pediatricians, 
obstetricians and general practitioners 
interviewed in this regard. No one of 
the 20 was actively opposed to the 
plan, yet there was naturally a variety 
of opinions and degrees of approval 
or disapproval expressed. 


Again, acquaintance and under- 


standing constitute a major factor in 
the attitudes of the physician, for in 
general the physicians who were inter- 
viewed fell into two principal groups. 
First, those who favored the family- 
centered type of care and the decen- 
tralized nursery were the physicians 
who practiced mostly at St. Mary's; 
second, those who preferred the more 
traditional system of maternity ‘care 
with the centralized nursery were 
those physicians who did most of their 
work at hospitals other than St. 
Mary’s. Their natural bias determined 
the stand which they took, but it must 
be repeated that, regardless of first 


preference, no one expressed real op- 


position to the concept of family-cen- 
tered care and the approach followed 
at St. Mary’s. Throughout the inter- 
views with these 20 physicians, certain 
common sentiments were revealed 
which provide further insight into the 
physicians’ reaction to family-centered 
maternity care. It is these sentiments 
which again reflect the physicians’ con- 
servative tendency in only reluctantly 
accepting change unless he has first 
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grasped the direction, meaning and 
worth of the change in which he is 
expected to participate. In summary 
form these sentiments may be listed 
as follows: 

1. It is generally felt, and by the 
pediatrician in particular, that the cen- 


tral nursery is definitely on its way out! 


The doctor tends to favor the family- 
centered unit with small nurseries in 
preference to either the central nursery 
at the one extreme or the true room-. 
ing-in plan where the mother and 
baby are together at all times at the 
other extreme. 


2. The physician prefers that the 
infant be placed in the observation 
nursery for the first 12 to 24 hours of 
life rather than at the mother’s bed- 
side. Except in the cases of anomalies, 
prematures and infants whose mothers 
do not wish to participate in family- 


centered care, the observation nursery, 


however, is not used for this purpose 
in the St. Mary’s program. The physi- 
cian’s argument here is that the new- 
born should be considered clean and 
therefore chances of cross-infection 
under these conditions should be min- 
imal. 


3. The physician, and especially the 
pediatrician, raises the question of 
whether or not good patient care is 
sacrificed for the psychotherapeutic 
values which will be derived from the 
family-centered approach. It is the 
personal opinion of this author that 
there is no sacrifice made from the 
standpoint either of the care or of the 
safety of the infant, but rather that 
the program of family-centered care 
at St. Mary’s provides both the re- 
quired physical attention and meets pre- 
viously neglected psychological needs 
of both mother and infant. 


™@ FAMILY-CENTERED maternity care 
constitutes an approach to nursing 
which is coming to meet the full sanc- 
tion of the nurse. The reason for this 
is simple—the nurse is here permitted 
to perform the professional function 
for which she is prepared: she is 
given the opportunity to take care of 
patients! —The program at St. Mary's 
Hospital has brought this out for mem- 
bers of all levels of the nursing. team. 


_ The very nature of the objectives of 


this program brings the nurse close 
to the patient, applying her skills and 
judgment to assist the patient. She is 
made to feel that her efforts in pa- 


tient-nursé relationship are necessary 


and fruitful, and therefore meaningful. 
In specific terms, the family-centered 
plan can be best understood by com- 


paring it with the more conventional 


obstetrical care program. In the case 
of conventional maternity care the 
nurse generally remains with patients 
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while they are in active labor. Hus- 
bands more often than not are sepa- 
rated from wives and, regardless of 
how liberally the conventional ap- 
proach is viewed, are never allowed to 
remain during examinations. It is 
equally customary under the conven- 
tional system for comparatively large 
numbers of expectant mothers to be 
placed in the same labor room simul- 
taneously. Little selectivity determines 
this assignment and the experience can 
itself be traumatic, especially since it 


deprives the mother of much needed 


Privacy and causes her additional psy- 
chological concern as she witnesses the 
labor of other women. 

In the conventional system, when the 
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time of delivery approaches the pa- 


tient is generally taken to the delivery 
room alone. Following delivery, the 
mother goes to her room while the 
baby is taken to a central nursery. 
Generally there is no recovery room. 
The father is in no way brought into 
the picture though he may, through 
a glass partition, see the baby soon 
after its birth. How soon will depend 
on how busy the nurse in the central 
nursery may find herself at the time, 
for she not only cares for all of the 
normal babies but has the responsi- 
bility for the prematures as well, In 
post-partum, the mother receives rou- 
tine care but is exposed to little or no 
teaching. There are two reasons for 
this: first, the nurse has little inclina- 
tion to teach because she has had no 
guidance and has little understanding 
of the importance of teaching; and, 
second, the nurse has many other pro- 
cedures and routines which must take 
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precedence. More than likely she will 
find herself back in the labor room 
with a new patient to be admitted, or 
in the delivery room, or again carry- 
ing out one or more of a myriad of 
other procedures, for her duties con- 
sist of checking orders, checking medi- 
cation cards, checking treatments and 
medications, checking diets, checking 
blood pressures, fundus, lochia, or mak- 
ing rounds with the doctors. 
Similarly, the nurse assigned to the 
central nursery is indeed too busy and 
hence too disinclined to become in- 
volved in teaching, for her job consists 
primarily of making the formulas and 
feeding the babies—sometimes 20 or 
more—in accord with a very rigid 


feeding schedule. One final point, a 
very important point, about the con- 
ventional system deserves mention 
since it concerns the basic relationship 
of the family: mothers generally see 
their babies, if breast fed, at nursing 
time only; otherwise, the baby is 
brought to the mother daily for about 
a half hour. This is a concession by 
hospital routine to the family needs. 


Basic Viewpoint 
Makes the Difference 


The family-centered plan views 
these relationships in an entirely dif- 
ferent manner. Here the nurse admits 
both the patient and her husband to 
the labor room. This in itself tends to 
create a relaxed atmosphere. Following 
admission, while the patient is in labor 
and examinations are being made at 
appropriate intervals by the doctor or 
the nurse, both the patient and her 
husband begin to learn about the prog- 
ress of labor. What is more, the hus- 
band may remain in the labor room at 
all times if he wishes and the patient, 
therefore, receives support and confi- 
dence both from her husband and from 
the nurse. At no time throughout 
labor is the patient left alone. 

When she is ready to deliver, she 
is taken to the delivery room. At this 
time the husband may accompany his 
wife if he wishes or may wait immedi- 
ately outside of the delivery room door. 
Following delivery, the mother, baby 
and father together go to the recovery 
room where the mother and baby are 
closely observed by the nurse for about 
eight hours. It is during this recovery 
period that the father and mother first 
become acquainted with their baby. 
And it is here that they gain the satis- 
faction of learning together the essen- 
tials of the care of a newborn. 
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The recovery room period is more 


than just an observation period; it 
provides an unusually fine opportunity 
for teaching. The meaning and ar- 
rangement of the family-centered plan 
are explained at this time unless, of 
course, the parents have attended the 
available pre-natal classes earlier, in 
which case they will need merely a 
brief review. The nurse, however, may 
use this opportunity to teach the 
mother how to care for her stitches, 
how to bulb-syringe the baby’s throat 
and, if she breast-feeds her baby, how 
to care for her nipples. The father 
may hold the child at this time and is 
shown the importance of first washing 
his hands and donning a gown. To- 
gether the mother and father may 
watch the baby and obtain answers to 
whatever questions they may have— 
for example, why the baby sneezes, 
etc. By the time the mother is taken 
tO post-partum she has learned a good 
deal about how to take care of herself 
and her baby. What is even more im- 
portant, however, is that she tends to 
develop a trust in her own observations 
and her tensions about the baby are 
eased. 

In the family-centered plan breast 
feeding is encouraged. After the first 
12 hours, the infant is fed on demand 
rather than on a rigorous schedule. 
Certain modifications, however, have 
been introduced in accord with medi- 
cal staff requirements, for feeding 


periods are no less than three and no 
more than four hours apart. Through- 
out the post-partum period, teaching 
is again the principal function per- 
formed by the nurse. The mother may 
care for her infant as much or as little 
as she wishes. It has been our experi- 
ence that the large majority of moth- 
ers want to assume most of the respon- 


sibility for infant care and feel con-— 


siderably more relaxed in knowing 
that their baby is close to them and 
that the babies are getting the atten- 
tion needed. It is while the mother 


. is caring for her infant that the nurse 


can perform her teaching function 
most effectively. The mother observes 
and participates in demonstration 
baths as well as in methods of formula 
preparation, etc. She learns what 
changes in the baby’s behavior she 
might expect during the coming weeks 
and she learns why these changes must 
properly be accompanied by modifica- 
tions in the baby’s formula and in the 
general care which must be given. 

In addition to direct family teach- 
ing, the nurse also instructs the stu- 
dents and nurse aides in the care of 
the mother and baby according to the 
family-centered schenté. Hence, from 
a nursing standpoint there are numer- 
ous advantages to be derived from the 
family-centered approach. Most of 
these are quite obvious, others less so, 
though indeed equally important. To 
the. parents the chief advantage to be 


obtained seems to be the knowledge 
and understanding which they gain 
about their baby and about themselves, 
And when they leave the hospital par. 
ents have developed a much needed 
sense of confidence. This is particu- 
larly true in the case of primiparas.. 
To the baby the advantages are man- 
ifold, but the primary advantage to 
him is his chance to receive the love 
and attention which he needs from 
his parents and which in turn should 
equip him to become a better adjusted 
individual in life. Throughout the 
post-partum period, he is safer at the 
bedside of his mother since she can 
observe him more closely and give him 
personalized attention which he could 
hardly receive in a central nursery 
where the approach is more of an as- 
sembly-line type of nursery care. Fur- 
thermore, he is safer from infection 
at his mother’s bedside than in a 
crowded nursery and, if artificially fed, 
he can be held attentively thus elimi- 
nating the dangers of aspiration. 

To the nurse the advantage derives 
from a sense of satisfaction gained 
through knowing that she has helped 
another family become well established 
in the care of its baby. This sense of 
satisfaction. stems in no small measure 
from having been given the oppor- 
tunity, as indicated above, to perform 
a function which is meaningful and 
for which she has been professionally 
prepared. 


(*Mr. and Mrs. Ralph Schuler were se- 
lected to participate on the panel by giving 
the parents’ point of view about family- 
centered maternity care. There are three 
children in the Schuler family including 
the nsw baby—a daughter, Stacey Lee— 
who was born at St. Mary’s Hospital, Evans- 
ville, on October 11, 1958. The Schulers 
reside in Poseyville, Ind., where Mr. Schu- 
ler is a practicing attorney.) 


Mr. Schuler—Both my wife and I are 
great enthusiasts of family-centered 
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maternity care, and also for St. Mary’s 
Hospital. We have experienced both 
the traditional plan and now the fam- 
ily-centered plan of maternity care. 
Good obstetrical care does not mean 
only good medical care, at least to par- 
ents. The best of care may get a 
mother and baby through safely, but 
leave both mother and father unen- 


thusiastic about the whole process of 
childbirth. We have had the experi- 
ence of two prior deliveries. In each 
case, the baby and the mother was well, 
but in each case there was quite a 
time-gap between admission to the 
hospital and dismissal—a gap which 
could have but did not provide us a 
chance to experience the actual joy of 
childbirth. So we're prejudiced in 
favor of the family-centered plan. 


VIEWPOINT 


by Mr. and Mrs. Ralph Schuler 


One thing that I consider important 
in good maternity care is the pro- 
cedure for admission, from both a 
father’s and a mother’s viewpoint. 
With our first two deliveries, we had 
the experience of entering a hospital— 
late at night as it seems almost every- 
one does—and in one instance we 
spent 15 minutes at the admission 


desk while the nurse questioned my: 
wife about her record: name, address, 
age, religion, etc. My efforts to supply 
this information would not do because, 
apparently, I didn’t know as much as 
my wife, so I stood there while my 
wife answered. At St. Mary’s we came 
in and we were not quite sure of what 
to do so I asked if we should call the 
doctor but I was told, “No, you give 
us the information and we'll take your 
wife upstairs and call him in the mean- 
time.” And so while I stayed at the 
admission desk and gave the informa- 
tion my wife was taken upstairs and 
prepped so that when I was finished 
at the admission desk, I too went up. 
to the labor room to join her, and 
never left her side until she was taken 
from the labor to the delivery room. 
A wonderful and certainly a new ex- 
perience for me, and a wonderful ex- 
perience for my wife. I know, because 
although I was not nearly as well 
trained to help her as was Sister Mary 
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Stella, the fact that I was there and 
could talk with her helped. 

Our stay at St. Mary’s was experi- 
enced by us as a couple, and we're 
going to carry our discussion through 
as a couple. My wife has a comment 
to make at this point. 

Mrs. Schuler—Well, I must say that it 
is important when you go to the labor 
room that the nurses who take you be 
interested in you and that they be 
friendly. This is certainly the way it is 
at St. Mary's. And this is especially 
important if you are expecting your 
first baby because then everything 
about the experience is entirely new. 

Mr. Schuler—I would think so, too, 
and I don’t feel we can over-stress the 
importance of the father’s being in the 
labor room. We had, as I said, two 
children before we learned about the 
St. Mary’s program and we were 
thoroughly dissatisfied with our hos- 
pital experiences in each case and de- 
termined to have this most recent de- 
livery as we thought it should be. So 


we checked several hospitals and found . 


one in Evansville—St. Mary’s—where 
the father could remain in the labor 
room with the wife, and where each 
time the mother was examined the 
father would not be asked to leave her. 
We found at St. Mary’s certainly that 
this privilege was generously extended. 
And I think, too, although I realize 
it is not necessarily a particular ob- 
jective of the St. Mary’s program, 
that there should be more emphasis 
and encouragement given to natural 
childbirth in modern maternity care. 
It's a wonderful thing. We certaintly 
found it so. My wife was obviously 
more a participant than I—I was just 
standing by—and maybe she should 
say a few words about that. 
Mrs. Schuler—l was told that if I 
wanted to try natural childbirth, we 
should tell every nurse who came in 
the room that I didn’t want an anes- 
thetic of any kind. Since I wanted to 
deliver my baby by the natural way, I 
followed those suggestions, I dis- 
covered you have to tell the nurses 
what you want because they won't 
know otherwise. Another important 
point in this respect is the attitude 
of the nurse when she comes into the 
mother’s room to check her periodi- 
cally. The nurse should, of course, 
never say anything which would make 
the mother feel afraid or which might 
Suggest that the course of labor is tak- 
ing forever. 

Another thing we've found is that 


Perhaps nurses can avoid using the 
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words hurt and pain. We were con- 
vinced before we arrived at the hos- 
pital that there was nothing which 
would “hurt” about this; that there 
would be no pain. So instead of speak- 
ing of paims and hurts we referred to 
contractions and discomfort. This may 
appear to be very minor, but never- 
theless, it has a major bearing on the 
situation. When, for example, you 
have a nurse coming in the room and 
saying “How badly does it hurt?” or 
“Are the pains severe?,” you begin to 
think that it really does hurt and that 
the pain zs severe. And I think of 
course, that if you decide to have 
natural childbirth, well trained per- 
sonnel are an important asset. We were 
very fortunate because Sister Mary 
Stella and a fine staff of well prepared 
nurses were there to help. Although 
we'd like to think that we did the 
whole job of natural childbirth, Sister 
Mary Stella did much of it, I think. 
Once I was about to lose my good 
spirits until Sister came into the room. 
She gave me renewed courage, and 
I carried the natural birth all the way 
through. 

Mr. Schuler—There is also the ques- 
tion of the importance of the prepara- 
tion for the husband. For example, the 
fact that a baby is new doesn’t mean 
that it is breakable. Nurses know this, 
but often parents, especially young par- 
ents, do not! I might also say that on 
previous deliveries my wife didn’t see 
the baby for about 12 hours following 
delivery and of course I was not per- 


_ mitted even to touch the baby for the 


Six days it was in the hospital. The 
situation was vastly different at St. 
Mary’s—and far better. 

In general, the thing that we experi- 
enced at St. Mary’s was the closeness 
of the family, which is, of course, es- 
sential in family-centered care. I was 
outside of the delivery room when my 
wife came out. She was holding the 
baby and, although having just de- 
livered the baby, was looking no doubt 
far better than I. As I walked down 
the hall, I said, “Do you want me to 
hold the baby?” or “Can you hold 
her?” or something to that effect, and 
she said, “Why, of course I can hold 
her. I’m perfectly all right!” We went 
into the recovery room together and 
were there a little more than. four 
hours. I believe eight hours is the 
usual time but because my wife had 
not been given the usual deep seda- 
tion, there was no reason to stay there 
longer. My wife also had the thrilling 
experience of having the baby put to 


the breast about half an hour after the 
baby’s birth. 

It is extremely important for a 
father to learn to know his baby. I 
had seen our second baby only through 
a glass window for the six days my 
wife and she were in the hospital. 
When we brought the baby home I 
was scared to death. If the baby hic- 
cuped or burped I suspected a serious 
illness. At St. Mary’s we had the baby 
with us at all times. If she hiccuped 
or burped we spoke to the nurse and 
she explained whatever was necessary 
to us. I put the gown on, washed my 
hands, and held my baby frequently. 
This was a wonderful experience. The 
fact is that the baby is there when 
you want it to be there and you can 
enjoy and become acquainted with the 
baby. When visitors come they can 
see the baby through the window in 
the mother’s room. The mother can 
stand with them and bask in the glory 
of her baby because she’s right there 
with her visitors. And visitors can 
easily give the mother the compliments 
she deserves. So often it is the father 
alone who gets all the compliments. 

The baby was there and we learned 
to feed it. With the other two babies, 
when we were ready to leave the hos- 
pital we were told in effect: “Here's 
your baby, here’s your formula, here’s 
your bottle to get you home with, 
good-by!” And if there is anything 
more frightening than that.I can’t 
imagine what it is. At St. Mary’s we 
knew from the first day why we were 
there, and just what was happening. 

This concludes my remarks; my wife 
has a few additional ones. 

Mrs. Schuler—I think it is important 
for parents to inquire about a Red 
Cross course for expectant parents. We 
attended one this last pregnancy and 
we learned a great deal. It was during 
our last meeting together that we were 
given tours of the various hospitals 
and it was then that I realized that I 
wanted to go to St. Mary’s to have my 
baby. I saw them wheeling a mother 
out of the delivery room with her baby 
in her arms. She was wide awake and 
it was difficult for me to realize that 
such a thing could be possible. My 
husband then checked with St. Mary's. 
He talked to Sister Mary Stella and 
she said that I would be able to have 
a baby as easy as making blueberry 
pie. She also told me that “Having a 
baby is three parts emotional, one part 
physical, and all the rest you simply 
leave up to God.” She was right there 
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ST. EXPEDITUS HOSPITAL 


Last Tuesday was a great day here at St. Expeditus. We 


‘ offered a Solemn High Mass at 4 p.m., to mark the golden 


anniversary of Sister Brendan Marie. Sister, I think, enjoyed 
it immensely, although I believe I saw her blush at some of 
the phrases of praise uttered by Msgr. Sheridan who preached 
the anniversary sermon. In honor of the occasion, I even 
attempted the solemn "Ite," which came off only about half flat. 
Incidentally, the affair reminded me that in case your 
chapel has a need for some tabernacle veils, we have them. 
Sister Brendan Marie has been night supervisor here at St. 
Expeditus for 15 years. She likes to make tabernacle veils. In 
between rounds, that's what she does. I wouldn't go as far as 
to say that she has a fixation on them, but we've got one 
for every day of the month in color, and then some. Well, as 
one of the speakers at the dinner put it, I believe it was 


Father Kelly from over at St. Bridget's, St. Thomas Aquinas was 


afraid of lightning and Cardinal Newman didn't like cats. 
Sister Brendan Marie just happens to like tabernacle veils. 

I suppose you people are communicating all over the lot 
now that your sisters have returned from the convention. 
Naturally, I missed you. Sister Angelita told me that you were 
speaking at an institute during our convention days. You'll 
have to tell me about it. "Togetherness—Too Much?" sounds 
like an interesting topic. 

Sister Rita Ann has been looking over our communications 
system here since returning from Milwaukee. The other day, I 
kiddingly reminded her that I would stack our "grapevine system" 
against any in the country, particularly if there's a wage 
increase, a party or a transfer of one of the sisters in the 
offing. 

No doubt, you'll be off to retreat soon. I kbways lock 
forward to retreat, for we all need a kind of "renewing of the 
heart" session occasionally. I was reminded of this recently 
at the Catholic Nurses' Day of Recollection held here a week 
or so ago. I caught the Sy sermon, in which the speaker, 
Father Gannon spoke on "The Heart of the Matter." He.started 
out by citing a news story from some English Catholic paper . 
about the high percentage of Catholic nurses in England, 
mostly of Irish, Spanish or Italian extraction. The point was 
made that the doctors liked them because they were well—trained 
and "had heart." You know as well as I do, putting "had heart" 
into words is not easy, a sort of non-verbal communication. 

But you don't have to be around a nurse a very long time to 
discover whether she has it or not. 

Speaking of sermons, I started a series last Advent on the 
Mystical Body of Christ. We've been using the encyclical 
"Mystici Corporis" and Father Trese's book Many Are One for 
our freshmen religion course. We give them ethics in their 
junior year and wind up with liturgy and marriage for the 
seniors. 

By the way, do you give any English courses to your 
students? I saw recently one school of nursing was doing that. 
some of them certainly need it. 

see you on the Fourth. In Christ through Mary, 
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CARRIER ICEMAKERS HAVE CERTIFIED CAPACITY 


NO MORE GUESSING os 


Now you can have a truly dependable ice supply. 
Every Carrier ice machine is installed with its 
capacity certified in writing. There are no “up to” 
qualifications, no “average production” figures. 
The actual amount of ice you can expect is de- 
termined according to summer temperatures in 
your area, and backed by Carrier’s certificate. No- 
body else gives you this protection. 
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CUBES, CRUSHED, FLAKES OR CHIPS 


There are 16 Carrier ice machines, giving you 
exactly the kind of ice you need. And besides get- 
ting the exclusive advantage of certified capacity, 


with a Carrier Icemaker you can save up to 80% 


on the actual cost of ice. For complete facts and 
figures, call your Carrier dealer, listed in the Yellow 
Pages under Ice Making Equipment. Or, write to 
Carrier Corporation, Syracuse 1, New York. 
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PHOSPHO-SODA 
in economical hospital gallons 


The handy gallon size of Phospho-Soda offers real sav- 
ings and convenience on every service. Doctors rely on 
Phospho-Soda for its versatile, predictable action as a 
gentle laxative or as a purgative...within one hour 
when taken before meals or overnight when taken at 
bedtime. Patients find it easy to take with water, 
carbonated beverages, or fruit juices. Safe for all age 
groups... nonhabit-forming. 


versatile...reliable laxative action 


AL, PRESCRIPTION DI 
ONE CALLON 


PHOSPHO-SODA 
(FLEET) é 


laxative, give on an 


minates before eve 


or Immabile Patients: 
Adulee: a routine laxative, four 
the te 


Ambulatory or General Patipnts: Adults, as routine 
four tee 


Cc. B. FLEET coO., Inc. 
LYNCHBURG, VIRGINIA 


700 cc. contains: 48 Gm. sodium biphosphate and 18 Gm. sodium 
phosphate in bottles containing 2!/2, 6, and 16 fl. 0z.; and in the hospital 
gallon. A/so available: Fleet Enema ready-to-use squeeze bottle con- 
taining 4!/2 fi. oz.; Fleet Enema Pediatric size, 2! fl. oz.; Fleet Oll Reten- 
tion Enema, 4'/-fl. oz. ready-to-use unit containing Mineral Oll U.S. P. 

Available through wholesalers 


Cc. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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LAW FORUM 
William Andrew Regan 
(Begins on page 85) 


of the 50 states. Each state is presently engaged in prep- 
aration for the meeting. State conferences on aging have 
been established, and an appropriation of $15,000 from 
the Federal Government is available to each state to be 
used in preparation for the conference. The requests for 
congressional appropriation of funds for the White House 
Conference on Aging in the amount of $800,000 is in 
Senate Committee at press time. There is every reason 
to beileve that this request for funds will be readily 
met by the Congress. 

In a report to the President, dated September 30, 
1959, Secretary Flemming of Health, Education and Wel- 
fare made an observation that should be reassuring to 
those who are apprehensive about the inroads of the Fed- 
eral Government into this particular problem of health 
care for the aged. In this report identified as “Programs 
and Resources for Older People” prepared by the Federal 
Council on Aging and submitted by Secretary Flemming 
to the President, the Head of the Department of Health, 
Education and Welfare said: “It is fundamental in a 
society of free and self-directed people that each member 
must seek to solve his own problems. His integrity and 
his dignity spring from his sense of independence and 
responsibility. And second only to his responsibility as 
that of the family, the basic social element in our cul- 
ture. The problems beyond the capacity of the individual 
and his family become the concern of organized society. 
But when organized society steps in to give the individual 
a hand, the measures-in-aid to be sought should be 
measured to preserve and protect his freedom and in- 
tegrity.” 

In identifying the purpose of the White House Con- 
ference on Aging, Congressman Fogarty speaking on the 
floor of the House of Representatives made the following 
statement: “The purpose of this Conference is the formu- 
lation of recommendations for immediate action in im- 
proving and developing prograims to permit the country 
to take advantage of the skills of older persons in our 


_ population, to create conditions which will better enable 


them to meet their needs and to further research on the 
problems connected with aging.” 


Speaking about the philosophy of the White House 
Conference on Aging, Under Secretary Adkins made this 
observation: “Let us really be done with an image of old 
age that is symbolized by rocking chairs and canes. Let 
us fully realize that many of our senior citizens are not 
happy peering out of windows and watching life go by. 
They are eager and able to go right along with it. As 
we plan (for the White House Conference on Aging), 
let us keep in mind the unalterable fact that older men 
and women are just as individual in their outlook, their 
talents and capacities as are young people. They must 
not be allowed to become statistics just because they have 
acquired years.” | 

With health leaders in our Congress, federal civil 
servants referred to above and outstanding health leaders 
all working and planning for this forthcoming meeting, 
the White House Conference on Aging in Washington 


should be historic in its setting and its results. 
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Everyone in the hospital is happier with Fleet’ Enema 
Economy-minded administrators appre- cated, anatomically correct 2-irich rectal 
ciate its time-saving convenience and _ tube. Patients enjoy a new freedom from 
greater efficiency on every service.’” visceral discomfort and personal embar- 
Nurses, aides, and orderlies are freed from rassment...while doctors can rely on its 
tedious preparation and cleanup. They quick yet thorough action with only 414 
find the Fleet Enema easy to handle and __ fl.oz. of precisely formulated, standardized 
completely safe because of the pre-lubri- solution. 

Fleet Enema may be used with confidence for a variety on sodium-restricted regimens.3 Systemic absorption is 


of diagnostic and therapeutic purposes—even for patients _ negligible. 
FLEE ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in. 
4'-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
Retention Enema, 414-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


1, .W.G., B.: Hospitals, Jan. 1,1957. 2 KehImann, W.H.: Med. Mosp, 84:104, May, 1955. | 
C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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OBSTETRICAL DEPARTMENT 


C-Sections— 


OB’s Responsibility 


HIS 1S A GLORIOUS AGE. Scien- 

tific advancement has opened 
many doors of new pleasures, new 
methods, new techniques. 

Progress in the care of the sick is 
particularly notable. With the im- 
provement of medical and surgical 
care and the expansion of hospital care 
insurance programs, there is need for 
an increase in hospital beds and facili- 
ties. Not only are existing hospitals 
being renovated and new facilities 
added, but many new hospitals are in 
the process of construction. 

Within these new or renovated 
buildings there is evidence of another 
measure of progress: advances in med- 
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Sister Catherine Anne, S.C. 
Supervisor of Obstetrics 
Good Samaritan Hospital 
Cincinnati, Ohio 


ical care techniques stimulate the re- 


vamping of nursing care procedures. 
Up until the present time most hospi- 
tals have regarded a Caesarian Section 
as a major surgical procedure and 
therefore have routinely performed 
them within the sacred precincts of 
the operating room. Re-evaluation of 
this practice is definitely in order. 
Today, with improved obstetrical de- 
partments, consideration should be 
given, particularly in the planning 
stages of new facilities, to assure in- 
clusion of an operating room in this 


department so that Caesarean Sections. 


may be done. | 
Since the Good Samaritan Hospital 


knowledge that: 


in Cincinnati has just inaugurated this 
improved technique in its obstetrical 
department, perhaps an analysis of its 
experience might prove beneficial. 

As other maternity hospitals and de- 
partments, Good Samaritan has expe- 
rienced an accelerated growth in pa- 
tient and nursery populations. There 
are approximately 500 deliveries a 


, month in the 90 bed department. 


Therefore the construction of the new 
facilities wing included a floor for ob- 
stetrical care, as well as improved pa- 
tient care in other departments. : 

Before the completion of the new 
wing, all Caesareans were performed 
in the operating room as a matter of 
policy, and in many instances, these 
emergencies created a terrific schedul- 
ing problem. This was particularly evi- 
dent during the overloaded morning 
hours. It was felt that in some few 
cases babies were lost that possibly 
might have been saved if time had 
not been consumed in wedging a Cae- 
sarean Section into an operating room 
between scheduled surgical cases. Con- 
sequently, in planning the new obstet- 
rical department, an operating room 
was given top priority. 

Recognition of the need by admin- 
istration was lauded by the obstetrical, 
medical and nursing staffs. Immediately, 
preliminary planning for the inclusion 
of this new area of service was begun. 
And in all the conferences serious con- 
sideration was given to the important 
question—who is to assume responsi- 
bility for these sections—operating 
room personnel or obstetrical nurses? 

As a supervisor, it was the author's 
considered judgment that this pro- 
cedure should be a strictly obstetrical 
one. Misgivings arose when several 
Operating room supervisors consid- 
ered that sections represented a pro- 
cedure that “couldn’t be technically 
performed well by OB personnel.” 
The arguments, briefly, represented the 
following claims: 1. Obstetrical nurses 
are usually too busy with deliveries 
and, therefore, could not handle emer- 
gency or even elective sections. 2. Ob- 
stetrical nurses ordinarily do not have 
enough experience in operating room 
techniques. 3. The number of Caesar- 
ean Sections being limited, they. would 
not become good and efficient scrub 
nurses or circulating nurses. 4. Obstet- 
rical department would have to double 
its staff. 

All of these perfectly valid argu- 
ments deserved consideration. How- 
ever, the greatest ally of the proposal 
1. All of the 
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Fast... ready for use... 


consistent in quality 


ILFORD ILFEX Envelope Pack 


a superior x-ray film for non-screen radiography 


THE FILM: Your radiologists and technicians will wel- 
come this ultra-fast high contrast emulsion, which consist- 
ently produces superb non-screen radiographs. Ilfex X-ray 
film provides exceptional bone and tissue detail—far superior 
to that which can be obtained with conventional screen 
techniques. 


THE PACKING: The Ilfex Envelope Pack is aiiate 
for instant use without darkroom preparation and makes an 
excellent storage envelope for developed radiographs. The 


film is securely sealed against fog, artifacts and contamina- 


tion. Supplied in boxes of 25, in all standard sizes. 


If your hospital has not yet tested Ilfex, and would like to do so, 
please contact any of the following for a no-cost demonstration: 
General Electric, Keleket, Picker, Westinghouse or their au- 
thorized dealers. 


ILFORD ING. 37 west esth STREET, NEW YORK 23, N.Y. 


Card Stiffener 


Envelope Fiap 


4 


Paper Foider 


Envelope Pack, open 
to show method of 
film protection 


IN CANADA: Canadian distributors for Ilford Limited, London: W.E. Booth Co., 12 Mercer St., Toronto 2B 
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-murses receive the same basic prepara- 
tion. 2. Sterile techniques and pro- 
cedures are the same whether carried 
out in the obstetrical department or in 
the operating room. 3. There was ade- 
quate help for deliveries—why would 
it not be sufficient to provide for Cae- 
sarean Sections? The situation repre- 
sented a challenge and the department 
determined to meet it. | 

A definite program of inservice 
education was devised. About three 
or four months before the scheduled 
date for moving into the new depart- 
ment, the obstetrical nurses on all 


shifts took advantage of every occasion 
to go to the operating room in which 
a Caesarean Section was being per- 
formed. At first, they observed, then 
they assisted and later, served as scrub 
nurses or circulating nurses. Some of 
these nurses had been completely iso- 
lated from operating room experience 
for as long as 10, 15 or even 20 years, 


and because of this lapse of time they , 


reverted in their learning to the very 
basic operating room _ procedures. 
They examined, handled and named 
instruments. They folded drapes and 
sheets. They humorously referred to 
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DISHWASHING DEPT. - CHRIST HOSPITAL - CINCINNATI 


food service might 
cost you much less 


e The present equipment for the preparation and serving of food 
in your establishment may be in perfect condition. But, are you cer- 
tain that it is as efficient as it might be if it were partially replaced 
and properly rearranged? 


© The investment for such changes might be saved in one year and 
become profits thereafter. In one recent case, new Van equipment 
and rearrangement cut dishwashing personnel from 19 to 12 and 
will eventually reduce it to nine! 


@ Use Van's century of experience to cut your costs now. 


John Van Range 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches In Principal Cities 


765-785 EGGLESTON AVE. 


CINCINNATI 2, OHIO 


their experience as a “do-it-yourself” 
refresher course. 

The move into the new wing was 
accomplished in February, 1959. All 
obstetrical procedures were well or- 
ganized and integrated before any at- 
tempt was made to inaugurate the plan. 

In April, 1959, with the enthusias- 
tic approval of the progressive Ad- 
ministrator and the help and encour- 
agemeht of the director of nursing 
service, the first Caesarean Section in 
the department was scheduled, using 
obstetrical personnel only. The ven- 
ture was an unqualified success. How- 
ever, this first attempt really repre- 
sented an elective section and everyone 
was alerted so that there was little pos- 
sibility of it being technically unsuc- 
cessful. There was still concern re- 
maining about its success in an emer- | 
gency situation. But the personnel 
later in an emergency acquitted them- 
selves admirably and were well-de- 
serving of the generous plaudits of the 
staff doctors. | 

The initial venture has long since 
become a memory but the interest and 
enthusiasm of the personnel has not 
diminished. Now 3,815 deliveries 
later, there have been 134 Caesarean 
Sections in the obstetrical operating 
room. Of these 134 Sections, 59 repre- 
sent emergencies. Obstetrical nurses 
and personnel are still used for all 
Caesarean Sections. No other help has 
had to be recruited on any shift, nor 
was the delivery room staff increased. 

Each shift has a full complement of 
four registered nurses, so that there 
are always at least three nurses on ac- 


tual duty. Each shift also includes at 
least one and at times two practical 


nurses, plus two nursing aides. Student 
nurses rotate through the service in the | 
morning hours only, so that even they 
occasionally are able to “scrub in” with 
the registered nurses for sections. 
From the patient point of view, the 
inclusion of this service has been im- 
portant primarily because the patient 
remains in familiar surroundings de- 
spite the necessity for surgical delivery. 
The experience at Good Samaritan 
is considered an unqualified success, 
both technically. and psychologically. 
The obstetrical personnel have been 
rewarded technically with a supple- 
mentary store of knowledge and its 
consequent increase in individual 
value and effectiveness. Psychologi- 
cally, the venture has been valuable 
because it represents a tremendous 
challenge which was conquered ef- 
fectively. * 
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New 


SEPTISOL 


provides quick effective 
skin degerming that 
lasts indefinitely 
without fear of 

skin irritation 


High bacterial level on skin 
of person with no previous 
exposure to hexachlorophene 
washing, or whose exposure 
has lapsed for 24 hours or 
more. 


4963 Manchester Ave., St. Louis 10, Mo. 


dimensional procedure 


VESTAL, INC. PHARMACEUTICAL DIVISION 


JERSEY CITY, NEW JERSEY « MODESTO, CALIFORNIA. 


‘With the New 
SEPTISOL 
3-dimensional procedure, 


scrubbing time is greatly reduced, effectiveness ig 
increased and the entire method of antiseptic skin 
preparation is MODERNIZED. 


ist DIMENSION 
(Fast, effective skin degerming) 


Tincture SEPTISOL (SEPTISOL diluted with 
2 parts alcohol) combines the rapid killing power 


of alcohol, for immediate bacteria reduction, with © 


the residual antibacterial activity of hexachloro- 


phene, deposited in the deep layers of the skin to » 


curb the regeneration of bacteria. 


- With Tincture SEPTISOL a person with no 


previous exposure to hexachlorophene may 
obtain, IN JUST 3 MINUTES OF 
SCRUBBING (no brush), a bacterial reduction 
otherwise attainable only in two or more 
consecutive days using an aqueous hexachloro- 
phene detergent. 


Tincture SEPTISOL is recommended for all - 
emergency scrubs, all preoperative patient skin 
preparation, anyone with no previous exposure 

to hexachl hene, whenever washing with 
hexachlorophene has lapsed for more than 24 hours, 


2nd DIMENSION 
(Routine skin degerming) 


REGULAR AQUEOUS SEPTISOL (SEPTISOL 
diluted with 2 parts water) gives effective residual 
antibacterial activity, high detergency cleansing 
action plus won’t irritate normal skin. After the 
complete degerming of the skin has been 
accomplished by the lst SEPTISOL Dimension, 
the routine daily use of REGULAR AQUEOUS 
SEPTISOL will build-up and maintain the hexa- 
chlorophene protection to curb the regrowth of: 
disease causing skin bacteria. REGULAR 
AQUEOUS SEPTISOL is recommended for: the 
surgical scrub where there has been exposure to 
hexachlorophene within 24 hours. Scrub between 
glove changes, post-operative wash of surgical 
team and patient, and all regular hand washing 
by all personnel. 


3rd DIMENSION 

(in-between wash periods) 
SEPTISOL ANTISEPTIC SKIN CREAM:— 
Ideal for periods between washes, after hours, 
weekends, etc., to maintain the high degree of 
hexachlorophene protection. Keeps skin feeling 
fresh and clean. Adds additional hexachloro- 
phene protection with each use. Prevents dryness 
and skin irritation. Excellent. for infant skin 
lubrication and protection. Treats pyogenic skin 
infections. A wonderfully soothing massage to 
prevent patient bed sores. 


Try the NEW SEPTISOL 3-DIMENSIONAL procedure 
in your hospital. 

Write to VESTAL, Inc. for free new SEPTISOL 
booklet. 

4963 Manchester Ave., St. Louis 10, Missouri 
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MAINTENANCE 


Safety, 


fo MANY YEARS the emphasis on 
the care of older people was placed 
on the needs of the indigent aging, in 
fact, greater recognition is currently 
given in many areas to the older poor 
than to those of independent means. 
Viewed on a three-dimensional basis, 
the needs of older people are not 
merely those of food and shelter, but 
rather are three broad spectrums of 
service—physical, spiritual and emo- 
tional. This recognition, therefore, es- 
tablishes the fact that not only the in- 
digent are in need of care but that the 
rich, too, are not sufficient unto them- 
selves during their later years, despite 
their financial resources. True enough, 
they may meet the needs of the physi- 
cal man, but gold ducats have never 
been able to buy love and concern. The 
aging millionaire, following a stroke, 
is no more able to lift a cup of water 
to his lips than is his neighbor living 
across the tracks. It is well that think- 
ing in regard to the care of older peo- 
ple be revised and that planning be 
all-embracive, including every older 
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Maintenance, 


Decoration 


in homes for the aged 


by MRS. CAMPBELL KEITH 


Administrator, Walker Methodist Home 


Minneapolis, Minn. 


person, be his needs those of food 
and shelter, spiritual inspiration or 
counseling and guidance. 

This challenge of the three-dimen- 
sional must be recognized in the plan- 


ning of facilities. Planners must also 


be mindful of the trends in the types 
of care needed by the aged and pro- 
ceed accordingly. Buildings must be 
planned for 50 years from today. Al- 


. though the topic to be discussed is 


Safety, Maintenance and Decoration, 
it must be considered only as being 
relative to the over-all challenge. 
Consider then, a building that is 
equipped with facilities that will make 
it possible to serve the aged in the 
three areas cited. Assume that there 
is a private*room for each resident, 


complete with plumbing; not neces-— 


sarily bathing facilities, but at least a 
lavatory and toilet. Apropos of this, 
what is more important to older peo- 
ple than privacy and plumbing? With 
these physical properties as they should 
be, consider then their occupancy. 
Remembering, too, how precious 


possessions are to individuals, include 
in this home the individual belong. 
ings of the resident—that favorite 
chair, the desk and those pictures on 
the wall that mean so much to their 
possessors. This can be accomplished 
while taking care not to allow the 
room to become cluttered. There arte 
times when the resident can be as- 
sisted, perhaps, in winnowing out some 
of his favorite possessions. It is quite 
helpful if the administrator of the 
home can go visit the prospective resi- 
dent in his natural habitat, to see in 
what atmosphere he has been living. 
It helps so much in understanding the 
person and his probable adjustment to 
the home. One of the difficult choices 
for older persons is the matter of pic- 
tures. It is suggested that they bring a 
number of pictures and that they ro- 
tate them from time to time. Eventu- 
ally, sometimes sooner than later, they 
decide of their own volition that they 
don’t need that extra chair or table. 
They will feel much better if they 
themselves have decided what to dis- 
pose of. 

Look down the corridor. Are the 
hand rails at the proper height? Is 
the lighting adequate to eyes that 
have been dimmed through many 
years of service? Are the floors free 
from wax? It is difficult to find a 
wax that is completely non-skid. 
Older people are conditioned to fall- 
ing and sometimes it would appear a 
well-buffed floor, despite it not being 
waxed, with its glossy surface, pre- 
disposes a fall. 

Look into the doors of the residents’ 
rooms, do they have the type of lock 
that can be opened from the outside 
by a key and is locked on the inside 
by the turning of a latch, rather than 
a key? Who has not had the expe- 
rience of endeavoring to get into a 
room that has been locked. from the 
inside by a key? Modern hardware is 
such that this type of protection is 
not needed. Rather, the type lock that 
will give the occupant of the room © 
privacy can be installed, and, in turn, 
if he is not able to answer the door 
upon call, it can be opened by a mas- 
ter key. | 

The question of a bathtub in every 
room has been mentioned. A tub is 
desirable where there is a couple oc- 
cupying a room, and for the able 
younger members of homes, but there 
is some question as to the advisability 
of having bathtub facilities in rooms 
occupied by people who are feeble or 
who have serious heart conditions of 
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There is a difference 


Here’s an insect that looks so much like the foli- 
age it frequents that only a sharp-eyed expert 
can spot it. It’s called a Ceylonese walking leaf 
which is the tropical cousin to our own common 
Katydid. With this disguise, the walking leaf is 
safe from its many insect-eating enemies. 


Close inspection often changes a first impres- 
sion. For example, medical gas cylinders for 
all brands appear pretty much the same. But 
a closer look, particularly at the label, can 
reveal some interesting differences. The famous 
Ohio diamond-shaped label, for example, 
guarantees that the contents are of the highest 
purity obtainable. In fact, every Ohio Chemical 
medical gas exceeds U.S.P. purity require- 
ments. Because drugs must be prescribed and 
administered with absolute trust in their 
purity, this difference is important. It means 
that the anesthetist who administers an Ohio 
gas does so with complete confidence. 


Ohio’s colorful 24-page brochure on MEDICAL 


GASES is yours for the asking. Please write 
Dept. HP-.6 requesting Form No. 4662. 


MEDICAL 
GASES 


Nitrous Oxide 
Cyclopropane 

Ethylene 

Oxygen 

Helium 

Carbon Dioxide 
Helium-Oxygen 
Oxygen-Carbon Dioxide 


Serving the medical 
profession for fifty years 
1910-1960 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. ¢ Madison 10, Wisconsin 


Ohio Chemical Pacific Company, Berkeley 10, Calif. * Ohio Chemical Canada Limited, Toronto 2 
* Airco Company International, New York 17 ¢ Cia. Cubafia de Oxigeno, Havana 


(All divisions or subsidiaries of Air Reduction Company, Incorporated) 
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The State Department of Health 
of Minnesota has a very strict recom- 
mendation in regard to the tempera- 
ture of the water, which it maintains 
should be at a maximum of 120° Fah- 
renheit. There are other recommenda- 
tions, too, which the Health Depart- 
ment cites, including faucets whose 
outlets terminate above the spill line 
of the lavatory fixtures, and of course 
it is no longer acceptable to the State 
Department of Health of Minnesota 
to have water closets with Flushometer 
valves that do not have vacuum break- 


failing mental faculties. Not only 
would a bathtub be a hazard to such 
a resident, but there would be a ques- 
tion of the tub being filled to over- 
flowing, with subsequent property 
damage. 

A system called the “Buddy” system 
has been successful. When an older 
person is going to take a bath he tells 
someone. Although some people say 
that it is no one else’s business, there 
have been situations in which a person 
has spent several hours in a bath tub 
because no one else knew he was there. 


In Hospitals... 
Where the Best Is Customary 
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St. Francis Hospital, Santa Barbara, California 


The pharmacy is a major 
element of your hospital... 
the best pharmacy equipment 
is the original and genuine 


SECTIONAL SYSTEM 


Manufactured Solely and exclusively by 


GRAND RAPIDS SECTIONAL EQUIPMENT CO. 


GENERAL OFFICES: 200 FULLER BLDG., 11 FULLER AVE., S. E. 
GRAND RAPIDS 6, MICHIGAN @ PHONE GL-1-3335 


114 


ers. In line with the hazards of bath- 
rooms, there is the type of hand rail 
that can be attached to the side of the 
tub, as well as one on the wall. Some 
residents do not feel that a wall bar 
gives them sufficient assurance. A sim- 
ilar bar adjacent to the toilet facili. 
ties is also necessary. One little thought, 
acquired from several experiences, is 
that the towel bar should never be 


above the toilet. A plumber may have 


to be called because of a face cloth or 
a towel that has been dropped into the 
bowl. 

In homes where there is elevator 
service, it is very important that regu- 
lar elevator service be maintained— 
and that the speed of the elevator be 
slow, as well as the speed with which 
the doors open and close. Incidentally, 
a chair in the elevator is very helpful 
for those who find that standing be- 
tween floors is difficult. Although 
classified by some as expensive, regu- 
lar service of elevator equipment by 
an elevator company provides a feel- 
ing of security in knowing the safety 
of residents is being maintained. 

In construction, the recommenda- 
tions of the building codes which 
cover all hazards insofar as lighting fix- 
tures, switches, etc., are concerned 
should be observed. Stairways should 
have a hand rail on either side and 
where there is a wide stairway, it is 
sometimes helpful to have a middle 
rail. If the dining room is to be re- 
furnished, captains’ chairs mean com- 
fort to older folk. In the purchase of 
any chairs, divans and davenports, one 
should consider the height and the 
ease of sitting down and rising. The 
upholstering in most areas should be 
the type of plastic that can be cleaned 
readily. The type of rug used on the 
floor should be heavy and not easily 
moved. There is a paint that can be 
applied to the back of rugs to keep 
them from slipping. Many times when ~ 
a resident is planning to move to 4a 
home, he shows great interest in the 
Hollywood type of bed. This bed is 
not recommended unless it has both 
a head and a foot board, because of the 
support they give. 

Residents are to be encouraged 


_ furnish their own room and to keep 


it as attractive as possible. They may 
even furnish their own linens. If a 
new resident is unable financially to 
furnish his own room, the necessary 
pieces could be supplied. Each room 
should be a “home” to the person liv- 
ing in it. 

The entrance to a home is something 
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How Stamford Hospital provides better patient care 
..enjoys better fiscal health with low-cost 
Automatic Keysort Data Processing 


Can modern data processing be as beneficial to hospi- 
tals as to business? And can these practices be put to 
work without sacrificing humanitarian ideals? 


= To both of these questions, administration at the 
310-bed Stamford, Conn. Hospital answers a resound- 
ing “yes.” Reason? Today, with low-cost Automatic 
Keysort data processing, this forward-looking hospital 
is integrating patient-day statistics and revenue analy- 
sis as they affect nursing units, special service depart- 
ments and accounting .. . is obtaining all the on-time 
statistical reports it needs to provide, on a continuing 
basis, for its patients’ welfare—and its own. 


® With the Keysort Data Punch, Stamford nurses now 
simultaneously imprint and code-notch multiple-part 
Keysort Requisition-Charge Tickets with such factors 
as patient’s name, location, class, type of accommoda- 
tion etc. right at their stations... creating copies for 
patient’s chart, special service department, business 
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office. Not only is the nurses’ clerical burden reduced 
to a minimum... routing of requisitions and report 
of findings are vastly speeded, complete and correct 
information is provided for patient billing. 


= Because the Automatic Keysort System permits rapid 
mechanical sorting, Stamford can now produce needed 
statistics fast — statistics that allow true costing per 
unit of service, forecasting of coming problems in rela- 
tion to special service load and patient-day mix, accu- 
rate estimate of anticipated revenue. All without spe- 
cialized personnel, and at a cost well within its budget. 


= Call your nearby Royal McBee Data Processing Rep- 


resentative for a complete report on Automatic Keysort 


at Stamford Hospital, or write Royal McBee Corpora- 
tion, Data Processing Division, Port Chester, N. Y. for 
brochure S-460. 


ROYAL MCBEE . data processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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to be carefully studied. Whenever it 
is possible, the steps should be en- 
closed, with a rise of not higher than 
four inches. If it is not possible to 
have enclosed steps, there should be an 
abrasive material on the existing steps 
to prevent falling. There should be 
ample swing from the door, giving the 
resident the opportunity to take a step 
before reaching for the rail in descend- 
ing the steps. 

In the maintenance of the home 
property, it certainly follows that any 
shoveling or ice protection practices, 
as well as water drainage, be consist- 


ently done. No matter how protective 
one might be and regardless of how 
many times the aged are admonished 
to be careful not to put a cane here 
or a crutch there, the time never comes 
when these admonitions may be cur- 
tailed. The possible accidents that may 
occur must be recognized. There can 
be no less concern in preventing acci- 


dents to older people than in caring | 


for children. 


In the field of. maintenance the 


avoidance of waxed floors has been 
discussed because of the hazards they 
present both realistically and other- 


7320 STAINLESS STEEL PITCHER 
Holds 1 qt. Keeps liquids hot or cold. 
Steel liner never chips or breaks. 


8396 BEVERAGE SERVER — Wide 
mouth, all-steel individual server for 
hot or cold liquids. Holds 10 ounces. 
Thumb-lift lid. 
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STANLEY 


STAINLESS STEEL VACUUM PRODUCTS 


No wonder the finest hospitals, hotels, restau- 
rants and institutions have specified STANLEY 
for over 35 years. Stainless steel construction 
of body and liner gives the utmost in thermal 
efficiency and saving on replacement. 


1341 BEVERAGE JUG — Holds 2 . 
gallons. Stainless steel. 110 or 220 
volts AC. Keeps constant 170°- 
188°F. No-drip shut-off. 


1353 INDIVIDUAL SERVING BOWL 
Stainless steel body and cover. For 
ice cream, soup, cereals. Easy to 
clean—no seams. 


wise. The staff must be advised not to 


leave a broom, a basket or a pail any- 


place where a resident could trip over 
it. 
There are certain detergents better 
than others for general maintenance, 
as well as disinfectants. There is a 
need for deodorants in certain areas, 
The essence of deodorants may be 
changed regularly, because there is a 
tendency to become conditioned to 
one fragrance or another, to the point 
where it loses its value. | 

Residents must be cautioned against 
window washing, for every once in a 
while a zealous housewife or an indi- 
vidual who has a passion for cleaning 
is observed. 

The question of the tempter shar- 
ing guilt with the tempted is true in 
the prevention of accidents, too. This 
refers especially to shelves beyond the 
reach of the resident, that would chal-. 
lenge the resident to stand on a chair 
to reach into them. Avoid also the 
construction of transoms. They are dif- 
ficult to keep clean and are a means» 
through which light can be very an- 
noying at night. Louvers in the lower 
part of the door for ventilation and for 
indicating the need for care during 
the night have been successful. The 
night nurse making periodic rounds 
can easily spot a light summoning 
needed help. 7 

Residents should be constantly re- 
minded of the location of the fire 
escape. In line with this they should 
be cautioned that should there be a 
fire at any time, they should immedi- 
ately go into their rooms and close 
their doors. This suggestion has come 
from the State Fire Marshall’s office, 
and it is very sound. It would be dif- 
ficult to even approximate how many 
accidents could happen with the in- 
firm dashing to the stairways in the 
event of a fire. A nurse can be the 
“Fire Chief” and instruct every new 
employe as to where he is to report 
in case of fire and what he is to do. 
This should be part of every employe’s 
training duty. 

Speaking of fire brings to mind the 
temperature of homes. Older people 
generally like their living quarters no 
less than 75 degrees during the heat- 
ing season. There are those, of course, 
particularly those who have high blood 
pressure, who feel too warm, regard- 
less of the temperature. It would take 


a Philadelphia lawyer to determine 


just the right temperature and of 
course where thermostats in every 
room cannot be afforded, those who 
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Your surgical convalescent feels better 
because he is better with 


(Nandrolone phenpropionate injection, ORCANON) 


for safe potent anabolic stimulation 
-+- to maintain positive nitrogen balance 
J CC: Once each week -++ to promote rapid wound healing 
+ to restore appetite, strength, vitality 
+ to shorten convalescence, save nursing time 
+ to reduce the cost of recovery 


Supplied: 1l-cc. ampuls (box of three) and 5-cc. vials, 
25 mg. nandrolone phenpropionate/ cc. | 


Adults: 1 cc. i.m. each week, or 2 cc. every other week. 


ganon OrcANON INc., W. Orange, N. J. 
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BRIGHT AND 


Your high traffic areas, the first to show signs of wear, can easily reflect 
on the maintenance of your entire building. 

Non-marking casters let equipment or furniture cross linoleum, asphalt 
tile, composition, hardwood or cement floors without leaving a mark or 
stain. Not just once, but thousands of times. 

Floor surfaces are easier to keep clean, particularly those high traffic 
areas. 

Wheel sizes from 1%” to 5” will fit most equipment. Remember Bassick 
non-marking casters next time you replace or repair furniture or equip- 
ment, They keep floor surfaces up.., maintenance costs down. 0.43 


Bassick 


A DIVISION OF 


WARNER CORPORATION 


are not comfortable at 75 degrees may 
wear sweaters. Consider also electric 
fans. An electric fan can certainly be 
a hazard if it is not properly located in 
a room or if it does not have the 
proper guards. The electrical code pro- 
vides the proper protection in new 
electric fans, but many fans of early 
vintage are brought into a home. Here 
again, all electrical appliances used 
by the residents or brought into the 
home should be checked for faulty . 
wiring. 

The Walker Methodist Home does 
not permit its residents to use any 
electrical appliances in their rooms ex- 
cept electric blankets or heating pads. 
These must first be checked by a 
maintenance man. As another pre- 
caution, each resident is asked to re- 
port to the nurse when he is using 
a heating pad. It is difficult to “sell” 
some people on this restriction in the 
use of electrical appliances, particu- 
larly a percolator or an electric iron. 
One successful way of doing this is to 
alert the Fire Inspector when he is 
making a routine visit. Ask him to 
step into the room in a casual manner 
and ask if there is any eletcrical equip- 
ment being used and to instruct its 
user that this is taboo. Of course TV 
sets and radios may be used as a mat-. 
ter of course. . 

The joy of brewing a pot of tea or 
coffee or the satisfaction which comes 
from ironing one’s handkerchiefs or 
pressing one’s clothes should not be 
taken away. Toward this end on every 
floor a kitchenette, complete with re- 
frigerator, stove, water cooler, ironing 
board, etc., may be provided. | 

If there is any one aspect that should 
be removed it is that of the institu- 
tional appearance. There must be long 
corridors in that type of facility, if as 
many people as possible are going to 
be served, yet the dormitory area, for 
example, can be made truly a home 
to the one who dwells within it, and 
one that reflects his personality, not 
rooms such as One would find in a col- 
lege dormitory. 

This can be accomplished by having 
the resident bring his own furnishings, 
with the necessary screening, of course, 
by the administrator or matron. These 
would include his own draperies of 
curtains, so that in viewing the build- 
ing from the outside, the windows 
would have the individual appearance 
One sees in an apartment house. 

The use of color in the home is very 
important. Avoid dark, somber colors 

(Continued on page 121) 
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SAFETY 
(Begins on page 112) 


and use a great deal of yellow, for 
example or soft pink or pastel blue. 
Paint and wash the walls often just to 
maintain that light atmosphere. The 
author recalls one maintenance man 
saying that a lot of money would be 
saved if so many different colors of 
paint were not bought. Changing 


policy on this would be a real threat to — 


one’s philosophy and an expensive 
economy. The average home needs to 
have some redecorating done almost 
constantly. To be able to employ a 
general maintenance man who has an 
aptitude for painting is reflected in 
the payroll and makes the man avail- 
able in another field when he is 
needed. 

For a home or institution to main- 
tain its own laundry facilities is an 
economy. It not only cuts one’s inven- 
tory but the washing is done with more 
of a personal interest than it would be 
in a commercial laundry. Sometimes 
it is necessary to limit the number of 
men’s shirts and women’s 
dresses. Frilly nightgowns are usually 
ironed, despite official disapproval. 


This may add to the time quotient of 


the work in the laundry, but somehow 
this does not outweigh what it adds 
to the satisfaction and pride of the 
home. : 

Whatever one does in the building 
of homes or the maintenance of them, 
the strongest allies are the State and 
City Health Departments, the State 
Fire and his associates, and 
the Division of Social Welfare. None 
of the standards which they present 
or the recommendations which ‘they 
make ate for any purpose other than 
the protection of residents and staff. 
Any question that may occur on any 
facet of maintenance can be brought to 
these offices and one can be assured 
of constructive counsel and guidance. 

Maintenance and housekeeping can 
be accomplished with less difficulty if 
done on a regular schedule and basis. 
Cleaning once a week by the maid and 
daily maintenance of the rooms by the 
occupants seems to be a satisfactory 
arrangement. Beware, however, of the 
maid who listens to the resident when 
he says, “Never mind the dusting, I 
will do it.” Somehow that dusting is 
mever quite done or finished, except 
in unusual cases. It is helpful in the 
areas of safety and maintenance to 
discuss frequently with one’s staff their 


(Concluded on page 126) 
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Your Housekeeper’s Secret... 
(And How. Angelica Uniforms Help Her Keep It!) 


They choose Angelica for... 


HOUSEKEEPERS — Trim, colorful 

dresses of famous Monte Cloth or 

sleek synthetics—styled for comfort 

and smartness; _ shrink-resistant, 

colorfast, long wearing. 

MAIDS—FEasy fitting multi-purpose 

dresses that add fashion to function 

at low cost. 

MAINTENANCE— Angelica’s famous | 
matched suits of rugged Twill, tai- m. 
lored for comfort, made for heavy 

duty in wear or wash. 


The “special assistant” in your 

- housekeeper’s life helps her main- 
tain that air of trim efficiency in her 
department. He’s the Angelica rep- 
resentative who helps her select the 
uniforms for her staff. 

- She knows that colorful, distinctive 
uniforms from Angelica not only 
look better—they relieve her of 
worry Over excessive repair and re- 
placements, and save both time and 


money. 
The top professional housekeepers 
in America’s largest hospitals know 
that you cannot duplicate Angelica 
uniforms for styling, fabric, fit or 
workmanship. 
Ca// your Angelica representative today, 
and put that “special assistant’ to work in your hospital! 


FREE! new 1960 caTaLoc 


52 pages of vital uniform information in full, vivid colors. 
Write your nearest Angelica office for your free copy. 


"1429 Olive St., 107 W. 48th Street 177 N. Michigan Ave, "1900 Peo Bid. 
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LIBRARY SERVICE 


An Adequate Budget 


A discussion of methods to supplement 


the income of school of nursing libraries 


O OFTEN ONE HEARS OF this or 
S that “indispensable tool” as of the 
greatest importance in maintaining a 
good library. It may be a large well- 
lighted room, a wide selection of basic 
books, or one of the imponderables: 
an intelligent and intellectually curi- 
ous clientele, a forward looking, pro- 
gressive director, or an alert, trained 
librarian. At the risk of sounding 
materialistic, let it be said directly that 
. the indispensable tool is MONEY. 

But, to go back to what Belloc calls 
the “first beginning,” consider the phi- 
losophy of the nursing school in which 
the library is centered. Young people 
must be assisted in forming a sound 
philosophy of life and a broad concept 
of nursing, based on Christian princi- 
ples of charity and service, and in de- 
veloping their potentials as practition- 
ers, therapists and teachers, to the ex- 
tent that they can fulfill their respon- 
sibilities as persons, as nurses and as 


*Presented to the Hospital Section of the 
Catholic Library Association at the Annual 
Conference, April, 1960. 
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citizens. The library must fulfill its 
function of implementing the objec- 
tives of the curriculum within the 
framework of this philosophy. 

If the librarian is thoroughly im- 


bued with the philosophy of the school, 


and she has as her own objective the 
desire to contribute to the continued 
development of the personal and pro- 
fessional growth of the students and 
staff through the use of the library and 
its resources, she will find satisfaction 
in her work. Through freedom to use 
her creative ability in selecting books 
and periodicals, in allocating library 
funds, and in taking her place as a 
member of the school’s faculty, she 
finds her greatest reward. In selecting 
books for the nursing school library 
there are many factors to be consid- 
ered. The students must be provided 
with the necessary reading materials 
for their assignments. Beyond this 
they must have collateral references. 
A student of one book is no student 
at all. Faculty and staff members re- 
quire books, periodicals and pamphlets 


for use in the preparation of their 


by ELEANOR CAIRNS, 
Librarian, Burbank Hospital 
School of Nursing 
Fitchburg, Mass. 


classes and conferences, publications 
relating to the latest developments in 
their particular fields, and texts for 
courses which they are taking for their 
own advanced study. Ward libraries 
and conference rooms throughout the 
hospital must have up-to-date ready 
reference books for the use of the stu- 
dents and staff. 

Material has been provided to fur- 
ther the fulfillment of library users as 
nurses, what about the other two areas: 
persons and citizens? Each may be 
guided to the realization of his goal 
with the library furnishing a rich 
choice of books in history, philosophy, 
biography, poetry and drama, not for- 
getting the best of the current season’s 
publications. Here the librarian’s con- 
cept of her role in nursing education is 
of vital importance. 

It is said that everything is worth 
what its purchaser will pay for it. 
Translated into library terms it 1s 
quickly apparent that the arbiters of 
the budget have decided what kind of 
a library the school shall have. Where 
the service is extended to physicians 
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Look! door closer 
that 


waits... 


then closes! 


door opens... 


The Russwin 400 door closer with delayed action! 


A door closer with “brains”! An adjustable delayed action control 
in the Russwin 400. holds doors open for up to five minutes a 
then closes them. No bumps, no spills. No scarred doors. Closing 
and latching speeds can be controlled for draft or traffic condi- 
tions. “Silence adjustment” insures hushed contact with the door 
stop. Truly, the ultimate in door closers — in function, and every 
detail of its heavy-duty life-time construction. See your Russwin 
supplier. Or write for literature to Russell & Erwin Division, The 
American Hardware Corporation, New Britain, Connecticut. 


Modern design — Trim, attractive. The 
Russwin 400 Door Closer can be mor- 

tised in for semi-concealed installa- RUSSWIN 
tion, or surface mounted with smartly 

designed cover. 
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PREVENT 


(MICROPULVERIZED MODIFIED STARCH LUBRICANT U.S.P.) 


EZON is a biologically absorbable 
starch derivative. Its use minimizes 
the possibility of adhesions. EZON 
provides consistent lubrication— 
caking or gelatinizing is minimized 
by chemical buffering of the powder. 
Specify EZON and eliminate com- 
plaints from both surgeons and 
nurses. Order SR 811 Packets—288 
Packets in a dispensing box—6 boxes 
to a shipping case. 


EZON BULK 
FOR POWDERING 


EZON WASH-PAK 
FOR WASHING 


EZON PACKETS 
FOR O.R. USE 


EZON and WASH-PAK are trade- 
marks of the Seamless Rubber Company 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 
NEW HAVEN 3, CONN. 
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and patients there seems to be greater 
generosity in the amount allocated. 
When the library is primarily for the 
use of nurses there is less generosity. 
Here the librarian must convince the 
governing board of the worth of the 
library—that it is truly the heart of 
the school through which the educa- 
tional blood stream flows. 

Library funds come from several 
sources. Usually the school provides 
the basic funds to cover the librarian’s 
salary, books, periodicals, binding and 
supplies. Quite often when the librari- 
an’s salary is paid there is little left. 
Many librarians function with no 
clear-cut budget; requisitions are sent 
to administration for approval and 
possible purchase, or books and peri- 
odicals are selected by the staff and 


sent to the library. In other cases li-: 


brarians “make do” with financial al- 
lotments so small as to be mere pit- 
tances. One learns of situations where 
librarians are paid by administration, 
books are provided by the nursing 
school office, periodicals are donated 


_ by the physicians on the staff, supplies 
- come from a volunteers’ funds, and 


binding is set aside for that better day 
which is surely coming! At this point 
one may truly ask: what is the worth 
of the library? 

In considering the sources of the li- 
brary’s funds, one thinks first of the re- 
sponsibility as belonging primarily to 
the school of nursing. Therefore, it 
seems to be vitally important for the 
director of nurses and the librarian to 
combine forces in an effort to con- 
vince the governing board of the hos- 
pital that a tegular fund for the library 
should be included in the annual bud- 
get of the nursing school. A library 
committee working closely with the 
director of nurses and the librarian 
may prove to be of invaluable assist- 


‘ance. This committee, composed of 
‘public spirited citizens who are inter- 


ested in, or are willing to become in- 
terested in, nursing education can 
function successfully as a liaison 
group in the community, arousing in- 


terest in the need for libraries in 


schools of nursing and in raising funds 
for this purpose. It is possible for such 
a committee to exert considerable in- 
fluence, not only locally but in the 
hospital itself. 

The hospital guild or auxiliary is 
often the most dependable source of 
help in all phases of the hospital’s 
needs. In many instances it will pro- 
vide financial assistance on a regular 
basis to the nursing school library. The 


author knows of one situation in which 
the library committee presents a re- 
quest for funds to the hospital guild at 
its annual meeting. Every year the 
library receives, as -a result of this, 
$1500 to be spent for medical and 
nursing books. 

The school’s alumnae association 
may be counted upon to take an active 


interest in the progress of its school, 


As a group they may be the most loyal 
supporters of the library and donate 
funds, particularly at the time of a 
school anniversary or in memory of 
deceased members. Individually, each 
alumna may choose to give a book or 
a subscription to a nursing journal. 

Church clubs and service organiza- 
tions are interested in learning of 
worthwhile causes they may support. 
In preference to a gift of money they 
may wish to give books. The librarian 
is only too happy to supply a list of . 
wanted titles and to see that donors’ 
plates appear in such gifts. 

The contribution of the students’ 
time and energies in raising funds for 
the library is always welcome and 
usually successful. Their enthusiasm 
is shown in their ingenious posters 
and signs advertising their wares, 
whether it be a cake sale, book re- 
view, lecture or film. With loyal par- 
ents to back their efforts, it is difficult 
for them to be unsuccessful. An an- 
nual. book fair offering students a 
chance to buy duplicates, discards and 
books donated is something to con- 
sider. A. “book day” when each stu- 
dent presents the library with the gift 
of a book chosen from a posted list 
of needed titles has proven to be suc- 
cessful. A rental collection of new 
books and best sellers may bring in a 
small but steady income. 

All of these methods of raising 
funds for the library budget have 
been tried and there is a kind of chal- 
lenge in attempting to find the one 
that will prove most successful for any 
given library. 

It is an accepted fact that every 
nursing school librarian wants to have 
a library worthy of the school, the 
kind of library worth the price: hard 
work, imagination, tenacity, humor 
and a sense of vocation. Father Amie 
A. Deschamps, the librarian of As- 
sumption College in Worcester, said 
recently: “While preparing our budget 
the other day, we came to the bril- 
liant conclusion that running a library 
is an expensive proposition. On the 
other hand. if we cut any more corners, 
we'll be going around in circles.” * 
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LET THIS EXPERT 
JOIN YOUR STAFF 


The McKesson Hospital Representative is more 
than a salesman. You’!! find, when you deal with 
him, that he’s like an additional member of your staff, 
ready to help you with a wide range of services. He 
is available nationwide at 85 strategically located 


Hospital Departments operated by McKesson & 


Robbins. 


He can help you with professional assistance and_ 
advise on any aspect of pharmacy opera | 


inventory control to pharmacy layout. 


He can simplify your pharmacy purchasing to 
achieve greater economy and efficiency. All your drug 
needs can be obtained from one supplier, McKesson 
& Robbins, on one invoice. Naturally this cuts your 
procurement and disbursing costs. 


JUNE, 1960 


He can assure you fast delivery—a McKesson tradi- 
tion—or emergency delivery whenever necessary. It’s 
like having extra warehouse facilities at your receiving 
door, because your merchandise needs, large or small, 
are awaiting your call. 


He can offer you the professional assistance of “Rex” 


McKay,® a trained pharmacy consultant who is pre- 
pared to advise on pharmaceutical problems and help 
keep you abreast of the latest drug developments. 


He can give you professional design assistance from 
the McKesson Modernization Service. This service 
provides an experienced designer for individual mod- 


ernization of existing pharmacies, or layout of new 


pharmacies. 


Add a McKesson Hospital Representative to your Staff. Your 
pharmacy, regardless of size, will. profit: from McKesson & Robbins’ 126 


years of pharmaceutical experience—as 60% of the nation’s hospitals do. ~ 

Contact your nearby McKesson & Robbins Hospital Department _ 

today, or write: Milton Stamatos, Manager, Hospital Department, 
'McKesson & Robbins, 155 East 44th Street, New York 17, N. Y. 
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BROWN MILLED 


SURGEONS GLOVES 
by SEAMLESS 


Brown Milled Surgeons’ Gloves by 
Seamless are made of the finest Para 
rubber. They are gloves that cling to 
the hand and fingers . . . yet never 

rab with a tight grip. There’s no 
oss of circulation, fatigue 
or loss of sensation. These are gloves 
acclaimed the world over for provid- 
ing maximum sensitivity and maxi- 
mum comfort compatible with long 
glove life. And hardly less important 
—their hypoallergenic properties 


‘minimize the possibility of contact 


dermatitis. 
To give your surgeons the best, order 
SR-829. “‘Kolor-Sized”’ and Banded. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 
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SAFETY, MAINTENANCE 
(Begins on page 112) 


responsibilities in these areas. The 
more their sense of responsibility can 


be increased the safer and better main- © 


tained the home will be. It then fol- 


lows that when the personnel feel - 
concern for each and every resident, 


that their own sense of responsibility 
will be quickened, which in turn, of 
course, is reflected in fewer accidents 
and a better maintained home. 

_ Perhaps the disappearance of articles 
in a home should be mentioned. Every- 
one puts items away so well that even 
he forgets where he puts them. It ts 
well to discuss in staff meetings with 
employes the psychology of the aging 
ard help the staff understand that these 
accusations from residents about tak- 
ing things are not always as they ap- 
pear to be. But occasionally there 
might be an employe who may be 
guilty of this practice. 

Often the expression ‘two-way 
street” is heard, but in homes for the 
aged it is a three way path. The ad- 
ministrator joins hands with the staff 
and with his residents, and it is only in 
this way the goals of a happy, reward- 
ing home can be attained. Wherever 
it is possible the administrator should 
share with his residents and his staff 
what his hopes and plans are in the 
realm of the home. A resident should 
be able, for example, to say to the ad- 
ministrator, “I would like my room 
painted a soft green.” There are other 
areas, of course, where the adminis- 
trator should discuss decisions with his 
family outsidg of the field of main- 
tenance and decoration. There is room 
in every home for the expression of in- 
dividuality, and there is also a happy 
medium in the field of decision. 

To be entrusted with the care of 


older people is a high privilege, but 


the responsibilities contingent to ac- 
cepting this charge cannot be fulfilled 
without Divine guidance and support. 
There have been discouragements; 
there will be others, yet as we serve 
God's older children we have sensed, 
all of us, that ours is a God-given mis- 
sion and our work is pleasing to Him, 
and guidance, strength and forbear- 
ance are supplied us. Great is the debt 
owed these older people whose. en- 
deavors, whose efforts and whose pray- 
ers have helped to make this world the 
pleasant place it is in which to live. 
The service extended to them is in 
partial payment of the debt owed to 
them. * 


For Patient 
Protection 


POSEY WRIST OR 
ANKLE RESTRAINT 


A friendly restraint available in Infant, 
Small, Medium and Large sizes. Also 
widely used for holding extremity dur- 
ing intravenous injection. No. P-450. 
$5.70 per pair. $11.40 per set; with 
sponge rubber padding $6.70 per pair, 
$13.40 per set. : 


POSEY FOOTBOARD 


No. F-58 Pat. Pend. 
FEATURES: 


e Fits Any Hospital Bed Mattress ¢ Can be 
used with side rails ¢ Perpendicular Adjust- 
ment ¢ No losing parts ¢ Posey Anti-Rota- 
—_ Supports, (Adjustable, removable, cush- 
ioned) ¢ May be used with traction. No bolts 
required to attach to bed. 


Posey Footboard, No. F-58, $33.00 
Anti-Rotation Supports, No. F-58A, $6.00 each 


SWEETLAND BED WARMER & CAST DRIER 
U. S. Patent 2,122,964 


Bed Warmer $295.00; Adult body cast 
drying mats $65.00; ‘Child sizes $60.00 ; 


Prices F.O.B. Colif., subject to change without 


notice 
Satisfaction guaranteed. 


SEND YOUR ORDER TODAY 


And Write for Illustrated Literature 
About Other Posey Hespital Equipment 


J. T. POSEY COMPANY 
2727 E. Foothill Blvd. 


Dept. HP 
Pasadena, California 
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Serve your clients best by specifying 
STANLEY MAGIC-DOOR EQUIPMENT | 


Nowhere is increased efficiency more necessary than at hospital 
passageways where efficiency can be a matter of life or death. MAGIC-DOOR* 


Automatic Door Equipment makes that vital extra efficiency possible. 


At delivery room entrances, nurses can carry new-born infants 

with complete safety through doors that open and close automatically. At 
operating room and emergency entrances, attendants 

never need to leave their patients to open and close doors manually. 


The need for automatic door operation is real. 


The name to rely on is STANLEY .. . pioneer in the field of automatic door 
equipment . . . and the leader for over a quarter-century. Write 

for free literature and the name of the MAGIC-DOOR distributor 

in your area to MAGIC-DOOR Sales, Stanley Hardware, Division of The 
Stanley Works, Dept. F, 21 Lake Street, New Britain, Conn. 


Sales, installation and service distributors in principal cities in the United States and Canada. 
*Reg. Trade Mark 


Deserving a place in your plans for progress WamDwans 


_@ builders hardware industrial hardware drapery hardware © automa 


REG. U. S. PAT. OFF. 
Canadian Plants: Hamilton, Ont. and Roxton Pond, P.Q. 


JUNE, 1960 


” ““e © coatings © strip steel © steel strapping—made in 24 plants in the United States, Canada, England G 


AMERICA BUILDS BETTER AND LIVES BETTER WITH STANLEY 
i 20,000 li oducts of The Stanley Works, New Britain, Conn.—hand tools ¢ electric tools 

STA N L E Y tic door controls aluminum windows stampings 
ermany 


127 


; 
_ 
‘ 
4 
% 
a 
i 
Pe ” 
A 
WINDOWS 
; 
2 
4 
ay 
2 
‘ 
‘ 
4 


HM-801 
FULL BODY 
IMMERSION TANK 


“Figure 8" design per- 
mits all parts of the 
body to be reached 
from either side with- 
out entering tank. Twin 
Electric Turbine Ejec- 
tors provide double 
action hydromassage. 
Overhead hoist facili- 
tates handling of non- 
ambulatory patients. 


PB-110 
PARAFFIN BATH 
(for hand, wrist, 
elbow or foot) 


Stainless steel, ther- 
mostatically controlled 
electric heating unit, 
dial thermometer. Re- 
movable stand. 


A DISTINGUISHED NAME IN HYDRC- 
AND PHYSICAL THERAPY EQUIPMENT 


MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperature- 
controlled moist heat 
safely and effectively. 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
and 4-quart filling can. 


$B-100 
HUDGINS MOBILE 
SITZ BATH 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 
heater. 


ELECTRIC CORPORATION 
Reach Road, Williamsport, Pa. 


dependable delivery 


@ quality tailoring 


superior fabrics 


For Complete Details and Free Catalog, 
write to: 


BRUCK’S 
Dept. HP-6 


387 FOURTH AVENUE 
New York 16, N.Y. 


@ competitive prices 


BRANCH OFFICES IN: 


Detroit 


Chicago 
* Pittsburgh 


> 
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_-pendable protec- 


THE QUICAP COMPANY. Inc. 


110 N. Markley St. 


Greenville, South Carolina 


nurs cover both nipple and 
leck. Do not jar off. No breakage. _ 
ard for narrow neck bottle. 
0, H-50 NipGard for wide mouth 
typ bottle. Be sure 


for 


tion to nursing 
bottles... use 


the original 
NipGard* covers. 
Exclusive patent- 
ed tab construc. 
tion fastens 
cover securely 
to bottle @ For 
High Pressure © 
(autoclaving)... 
Low Pressure 
(flowing steam). 
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FIRST 
ALL 


REFRIGERATORS 


For years, Victory refrigerators have 
been the first choice in the world’s 
finest kitchens. And there’s good 
reason, too! As a radical innovation 
we pioneered and produced the first 
all-metal refrigerators. We then 
created, patented, and made available the first interchangeable interiors 
which could be changed or rearranged in minutes — without tools. Today 
Vimco®, Sta-Kold®, Sno-Queen® refrigerators continue to be first with the 
foremost features. That is why more and more experienced buyers are 
Victory refrigerators . ... first of all! 


Also 

© Freezers 

Dough Retarders 
Salad-Dessert 
Refrigerators 

Combination 
Normal Temp. 
and Freezers 


@ Self-Contained 
© Remote 
Pass-Throughs 


Available through selected franchise agencies — 
FREE COLORFUL BROCHURE ON request WHE FRY metat corp. PLYMOUTH MEETING, PA. 
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| PEOPLE & PLACES | 


Personnel Changes 


@ JOHN M. DUGGAN, former assistant 
administrator of Misericordia Hospi- 
tal, The Bronx, N.Y., has been ap- 
pointed administrator of Astoria Gen- 


eral Hospital, Astoria, L.I., N.Y. 


M™ SISTER MARY FELICITAS, F.S.P., has 
been named administrator of St. 
Michael’s Hospital, Newark, N.J. She 
succeeds Sister Mary Bathildis who 
was elected provincial superior of the 
Eastern Province of the Sisters of the 
Poor of St. Francis. 


™@ SISTER MARY FRANCISCANA, O.S.F., 
has been named administrator and su- 
perior at St. Anthony’s Hospital, Louis- 


"ville, Ky. 


™@ SISTER MARY CAPISTRANO, S.S.M., 
has been named nursing school director 
for St. John’s Hospital School of Nurs- 
ing, Tulsa, Okla. 


M™ MRS. KATHERINE SHEEHAN has 
been named assistant director of per- 
sonnel at St. Francis Hospital, Hart- 
ford, Conn. 


Honors and Appointments 


@ JAMES E. NEWSOME, production 
manager of Johnson and Johnson, Chi- 
cago, was elected national president of 
the Society for Advancement of Man- 
agement. 


John F. Haines 


@ JOHN F. HAINES has been appointed 
assistant administrator of Alexian 
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Brothers Hospital, St. Louis, Mo. 
Brother Matthew, C.F.A., hospital 
administrator, has announced that 


Haines assumed his new post at the ° 


200-bed general hospital on May 1. 
Haines comes to St. Louis from Eau 
Claire, Wis., where he has been ad- 
ministrative resident of Luther Hos- 
pital. 


Walter N. Cable 


@ WALTON N. CABLE has been ap- 
pointed comptroller and business man- 
ager of St. Joseph’s Hospital, Yonkers, 
N.Y. 


™@ SISTER MARY DAVID, S.C.L., admin- 
istrator, Se John’s Hospital, Santa 
Monica, Calif., received the distin- 
guished sevice award of the Bay dis- 
trict section of the Los Angeles County 
Medical Association. 


@ THE REV. JOHN REED, diocesan di- 
rector of Catholic charities, has re- 


‘cently been named director of Catholic 


hospitals in the Fort Wayne diocese 
by the Most Rev. Leo A. Pursley, 
Bishop of Fort Wayne, Ind. 


@ JOSEPH WINKEL, consultant and 
part-time pharmacist at the St. Joseph’s- 
Lloyd Hospital, Menominee, Mich., 
was recently appointed president of 
the Michigan State Board of Pharmacy. 


Jubilees and Anniversaries 


™@ THREE SISTERS OF MERCY recently 
celebrated their silver anniversaries. 
They are: Sister Mary Flora, superior 
and administrator of Gabriels Sana- 


by MARIE T. AUBUCHON 


torium, Gabriels, N.Y.; Sister Mary 
Firmina, School of Nursing, Mercy @ 
Hospital, Watertown, N.Y., and Sis. @ 
cer Mary Arcadius, Mercy General @ 
Hospital, Tupper Lake, N.Y. . 


@ SISTER CASPARA, O.S.F., St. Alexis 
Hospital, Cleveland, Ohio recently ob- 
served her’45th year as a pharmacist, 


@ SISTER MARY DOMINICA, R.S.M., St, 
Bernard’s Hospital, Council Bluffs, Ia, 
recently celebrated her 50th anniver- 
sary. She has been on active duty at the 
hospital for more than 30 years. 


™@ SISTER MARY REGINA MCNAMARA, 
S.M., and Sister Mary Augustine 
Campbell recently celebrated their 
golden anniversaries at Mount Mercy 


Academy, Muskegon, Mich. 


@ SISTER MARY HELEN, R.S.M., Mercy 
Hospital, Council Bluffs, Ia., recently 
celebrated her golden jubilee. Sister 
is one of Mercy Hospital's first nursing 
school graduates. 


™@ SISTER PATRICIA JANE, O.P., direc- 
tor of nurses, Nazareth Sanatorium, Al- 
buquerque, N.M., recently celebrated 
her 25th anniversary. 


Bon Voyage 


M@ THREE HOSPITAL SISTERS of the 
Third Order of St. Francis recently 
were accepted as missionaries to Japan 
and received their mission crosses 
from the Most Rev. Bishop William 
A. O’Connor, at the motherhouse in 
Springfield, Ill. The Sisters are Sister 
Marysia Kubsda, St. Francis Hospital, 
Litchfield, IIl.;. Sister Mary Thomas 
Kundmueller, St. Anthony's Memo- 
rial Hospital, Effingham and Sister 
Mary Ruth Brueggemann, St. Fran- 
cis Hospital, Litchfield. Sister Mary 
Johanella will return to Japan after 
a leave of absence of several months 
at the motherhouse. Sister was one of 
the first to be accepted for the mission 
in Japan when it opened in 1949. 
She held the office of mistress of nov- 
ices. 


@™ MEDICAL MISSIONARIES OF MARY 
will set up their first Asian foundation 
on Formosa. Mother Mary Martin, 
superior general and foundress of the 
congregation and Sister Mary An- 
drew, M.D., have discussed with 
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designed to 


e Norton's new Trimline is specially designed to 
complement the good taste and artistic expression 
of your buildings. This rugged door closer com- 
bines function, beauty and performance. 

The Trimline is non-handed, suitable for either 
interior or exterior Surface mounting. It is a com- 
pact rack-and-pinion closer—projecting as little as 
3 inches from the door. Write for complete details; 


ask for Manual T. 


DOOR CLOSERS 
Dept.HP-1 Berrien Springs, Michigan 


; harmonize with your buildings... 
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Are You Studying Now to | 
Earn Your Chance for Advancement? 


oP 


Everything You Need to Review Is. 
in This One Comprehensive Volume 


4th Edition | 
MOSBY’S COMPREHENSIVE REVIEW OF NURSING 


Discover for yourself why Mosby's COMPREHENSIVE REVIEW OF NURSING 
has long been considered by students as an invaluable study aid and by graduates 
as the most comprehensive review obtainable of all the subjects taught in the nurs- 
ing curriculum. 

Examine a copy of this extensively revised 4th edition and you will find: 

3 Medical and surgical nursing have been combined for the first time and presented 
in one chapter. 

e A new section on fundamental principles of rehabilitation has been added to this 
edition and rehabilitation aspects of nursing are incorporated in all clinical areas. 
e The subject matter is current with curriculum changes in the nation’s leading 
nursing schools. 

e The extensively revised examination questions and answers are an indispensable 


study aid for those undergraduates preparing for state licensing examinations or, 


an excellent refresher course for those nurses already practicing. This section alone 
is well worth the price of the book. 


By an Editorial Board of 14 Well Known Nursing Educators. 1958, 4th edition, 788 


pages, 8” x 1012”. Price, $7.50. 
3rd Edition 


Alexander THE CARE OF THE PATIENT 
IN SURGERY INCLUDING TECHNIQUES 


If your responsibilities include any phase of pre-operative, operative or post- 
operative care of the surgical patient, you'll find this book contains a wealth of in- 
formation that you can put to immediate use in your daily routine. You'll discover 
in this authoritative volume new concepts and techniques that can oy 4 you to 
develop new skills, to make your work easier and to gain greater respect from your 
employer. With 555 instructive photos and 840 pages crammed with clear, concise 
information on all aspects of pre-operative, operative and post-operative care, this 
book can help you to better understand procedures and precautions in surgery, the 
equipment used and nursing care plans for the patient and his disease—essential 
information you can study now to earn your chance for faster advancement. 

By EDYTHE LOUISE ALEXANDER, R.N., B.S., M.A. 1958, 3rd edition, 840 pages, 
6%" x 9%", 555 illustrations including 5 in color. Price, $12.75. 


Use This Coupon to Order on 10 Day Approval 


The C. V. MOSBY Company 

3207 Washington Boulevard, St. Louis 3, Missouri 

Please send me on 10 day approval a copy of the book(s) checked below. | 
understand that if | am not completely satisfied | can return (it) (them) within | 


10 days with no charge or obligation. | realize that if | enclose remittance with 
this order, I'll save the mailing charges. 


[] MOSBY’S COMPREHENSIVE REVIEW OF NURSING .................. $7.50 
[] THE CARE OF THE PATIENT IN SURGERY INCLUDING TECHNIQUES ... .$12.75 
[] Payment enclosed [] Charge my account 
(Same return privilege) [] Open a new account for me 


R.N. 
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Archbishop Paul Yu Pin, rector of 
the Catholic university planned for 
Formosa, the possibility of affiliating 
a Medical Missionary nursing school 
with the University’s Medical college. 


™@ SISTER MARY KAREN GOSSMAN, 
Louisville, a former U.S. army nurse 
will be superior and administrator of 
the Medical Mission Sisters’ hospital 


in Quinhon which will begin with 60 


beds. The first group of Medical Mis- 
sion Sisters of Philadelphia will leave 
in June to begin medical work among 
the refugees. of South Vietnam. The 
hospital at Quinhon will be the Sis- 
ters’ first South Vietnamese hospital 


Chaplains 


@ FATHER PATRICK J. SLATTERY, re- 
cently began his duties as Chaplain at 
St. Mary’s Hospital, Cottonwood, Ida. 


™@ MOTHER MARY EMMANUEL DOO- 
LEY, 64, assistant provincial of the 
Religious Sisters of Mercy of the Cin- 
cinnati Province died recently at Our 
Lady of Mercy Hospital, Cincinnati. 


@ SISTER MARY EDNA MOVELLE, S.CN., 
St. Joseph Infirmary, Louisville, Ky., 
died recently. She had been a member 
of the Sisters of Charity of Nazareth 
for 65 years. 


@ SISTER MARY ETIENNE RYAN, 89, 
a member of the Sisters of Charity of 
the Incarnate Word since 1887, died 
recently at St. Mary’s Infirmary, Gal- 
veston, Tex. She became the first 
teaching sister at the Catholic hospital 
in Orange. During World War I she 
was in charge of St. Joseph’s clinical 
laboratory in Houston. 


M@ CARROLL D. HILL, administrator of 
the Children’s Hospital, Baltimore, 


Md., died suddenly of a heart attack 


recently. Mr. Hill was former presi- 
dent of the Maryland-District of Co- 
lumbia-Delaware Hospital Association. 


M™@ SISTER MARY PRUDENTIA, O.S.F., 90, 
died recently at St. Francis Convent 
in Peoria, Ill. Prior to 1931 Sister was 
active in general nursing at St. Francis 
Hospital, Peoria and at Galesburg and 
Bloomington hospitals. In 1931 she 
and three other nuns were assigned to 
establish a new novitiate at Bay Pyr- 
mont, Germany, to recruit and train 
young women to become sisters of the 
Order in America. Sister served as di- 
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rector and mother superior of the new 
novitiate for six years. She returned 
to Peoria in 1937 and was made house- 
mother at St. Francis Nurses Home, 
serving in that capacity for 21 years. 
She retired last October on her 90th 
birthday. 


@ THE NAME of the Hotel Dieu Hos- 


pital, Polson, Mont., has been changed 
to St. Joseph Hospital. Construction 
on the new 40-bed hospital was com- 


pleted recently. It is the first hospital 
in the U.S. to receive funds from Pub- 
lic House Bill 81-185 for construction 
of beds for Indian patients under Pub- 
lic Health Service to the extent of 


$166,019.11. 


™@ ST. JOSEPH HOSPITAL, Kansas City,. 


Mo., recently celebrated its 85th an- 
niversary. It is the oldest private hos- 
pital in Kansas City. 


™ GROUNDBREAKING ceremonies for 
the new Holy Cross Hospital, Chicago, 


WHY HOSPITALS 
INVEST SURPLUS 
FUNDS THROUGEL 


With hospital operational costs rising, it’s good 
business to see that a// of your surplus funds » 
are working for you all of the time. 


For more than a quarter century Dempsey-Tegeler © 
has provided hundreds of milliéns of dollars to 
institutions through the sale of bonds. As a result, 
we understand the financial problems of hospitals, 
and are well qualified to help you invest your 
surplus funds in sound securities that will earn 
Satisfactory interest or dividends. 


Dempsey-Tegeler’s nation-wide organization, including 
a highly proficient investment research division, 

is here to meet your exact requirements. You’ll find 
that our facilities enable us to give professional 
counsel ... with personal service. 


We should like the opportunity to discuss your investment 
program with you ...and to tell you how we can be of 
benefit to you. Just drop us a line at the address below and 
one of our experienced representatives 
will call on you without obligation. 


DEMPSEY-TEGELER & Co. 
Investment Securities including Catholic Institutional Bonds 


10TH & LOCUST ST. LOUIS 1, MISSOURI 
44 Offices in 38 Cities 
MEMBER NEW YORK STOCK EXCHANGE 
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Ill., were held recently. The new build- 
ing will be connected to the present 
hospital at the first, second and third 
floor levels. The building will assume 
the shape of a Maltese cross with the 
chapel as its central motif. 


@ SCHUMPERT HOSPITAL, Shreveport, 
La., recently added a poison control 
center. The center was installed under 


_ the joint auspices of the hospital, the 


Shreveport Medical Society, the Safety 
Council, Pediatric Society, Retail Drug- 
gists’ Association and the Drug Travel- 
ers Association. 


@ THE OAK PARK SCHOOL of Nursing 
Chicago, IIl., had groundbreaking cere- 
monies recently. The $2,055,000 struc- 
ture will be completed in 1961. 


@ CONSTRUCTION has begun on a new 
six-story psychiatric wing for St. Mary 


Hospital, San Francisco, Calif. The 


building will be completed in May, 
1961. 


™@ MURPHYSBORO, ILL. — The new 
$1,700,000 St. Joseph Memorial Hos- 
pital will be ready for occupancy this 
summer. 


@ ST. JOSEPH HOSPITAL, Bryan, Tex., 
recently celebrated its 25th anniversary. 
The hospital is operated by the Sisters 
of St. Francis. 


@ THE NEW MEMORIAL HOSPITAL, 
Floresville, Tex., operated by the Sis- 
cers of Divine Providence of Our. Lady 
of the Lake College, San Antonio, was 

opened in April. 


@ CONSTRUCTION has started on a 
$2,500,000 wing for St. Joseph’s Hos- 
pital, Pennsboro, W.Va. 


f™@ THE CONVALESCENT FACILITY of 


St. Agnes Hospital, Fresno, Calif., was 
dedicated recently. The hospital 1s 
under the direction of the Sisters of 
the Holy Cross. | 


™ ASSOCIATED CATHOLIC CHARITIES 
of New Orleans has sponsored the first 
maternity home for unwed negro 
mothers in New Orleans. 


@ WARREN FOUNDATION'S eight mil- 
lion dollar St. Francis Hospital, Tulsa, 
Okla., will be opened in August. The 
hospital is operated by the Sisters Ador- 
ers of the Most Precious Blood. The 
hospital has 600 beds and plans are be- 
ing made for additional beds and a re- 
search center which will probably cost 
about another eight million dollars. * 
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WASHERS DRYERS 
ND CON 


37 x 30 DRYER 
Tumblette turns out more Less linen inventory 
work faster—put linens back needed, saves wear, 


in service quickly, reduce adds longer life. 
linen inventory. 


Reduces cartage and 


checking losses, linens 
MHON-THE-PREMISES laundry] never leave the prem- 


gives you what you want— ises, have fresh linens 
when you want it. | when you need them. 


APPROVED 


© 


3% Built-in safety features pro-| No special training — 
tect laundry. easy to operate. 


| | 3% Any washing formula 
3% Easy to operate, no “extras”| you want, quickly and 
to buy. easily. 


Built Up to a Standard—Not Down 


COOK MACHINERY CO., INC. 


nearest distributor, 
write... 


4301 S. Fitzhugh Ave. Dallas 26, Texas Telephone HAmilton 1-2135 


Manufacturers of the Only Complete line of Open-end Washers 


 SILUER AND 
STAINLESS STEEL 


DESIGNER OF THE 


Components 
of the 
Augustine \| 4. 
A — Cup Dispe — 
B — Beverage 
Dispensers | 
(Sugar, Spoons, 


D — Cream Dispenser 
E — Ice Container 


(Recessed) 
F Rotary Ball. 
bearing 


Choice of hot coffee, tea . . . chilled juices : 
from thermal containers . . . between 
and with meals . . . refreshes, nourishes, 
gives a real ‘lift’ | 

Write for information on Better Hospital Patient C 


DIVISION OF 
S. HOSPITAL SUPPLY CORP. 
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NEW 


SUPPLIES EQUIPMENT 


New Look in 
Angelica Uniforms 


HOSPITAL UNIFORMS, long showing 
primary emphasis on functional design, 
are now reflecting a live new interest 
in appearance, without any sacrifice of 
practicality, according to officials of 
Angelica Uniform Company. The new 
52-page catalog recently published by 
the company gives ample evidence of 
this trend, with such innovations as pa- 
tient gowns in blue seersucker to build 
morale of women patients. Also new 
is the V-Grip patient gown, which 


Angelica Uniforms 


'_ fastens at the shoulder with Velcro, 


eliminating ties and buttons for a 
Meater appearance, as well as extra 
wear with a minimum of repair. 

Operating room garments, includ- 
ing surgeons’ gowns, scrub suits, and 
scrub dresses, are offered in a wide 
range of materials, in both white and 
green, to meet the needs and the bud- 
get of any hospital. For doctors and 
interns, there are professional coats, 
smocks and frocks of white, in either 
crisp cotton or durable synthetics. 

For the first time, the catalog also 
includes a selection of accessories such 
as binders, and sheets for specific ex- 
amination and surgical purposes. 

Dresses in cottons and synthetics are 
offered for dietary, housekeeping and 
laundry departments; there is also a 
complete selection of smocks, pina- 
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fores, skirts and blouses for auxiliary 
workers and laboratory and pharmacy 
employes. For male employes in main- 
tenance and laundry, there are utility 
suits of twist twill and herringbone 
twill in a wide choice of colors. 


Copies of the catalog are available 
free on request at the nearest Angelica 
Regional Sales Office: 


1427 Olive St., St. Louis 

107 W. 48th St., New York 
177 N. Michigan Ave., Chicago 
1900 W. Pico Blvd., Los Angeles 


Parking Lot Layout 
Book Published 


WESTERN INDUSTRIES of Chicago an- 
nounces publication of the 1960 edi- 
tion of the 40-pagé manual “How to 
Lay Out a Parking Lot.” The book is 
well illustrated with engineering draw- 
ings, photographs and charts of vari- 
ous types of parking lots. 


The manual includes suggested lay- 
out for 45, 60 and 90-degree angle 
parking with recommended stall widths 
and lengths, aisle widths and entrance 
and exit dimensions. One chart in- 
cludes important dimensions of all 
makes of cars including the new com- 
pact cars. | 

The majority of parking lots are 
laid out for self-service parking and 
this is the most comprehensive book 
available on the subject. It includes 
descriptions of .various types of park- 
ing equipment including automatic 
gates, parking barriers, parking guides 
and sonic detectors. © 

A copy of the manual is available 
to readers of this publication on re- 
quest. Address request to: 


Western Industries 
2742 West 36th Place 
Chicago 32, 


Hobart Offers New 
Food Waste Disposer 


A NEW MODEL (FW-500) food waste 
disposer, designed for centralized super 
market applications and institution 
kitchens, has been introduced by The 
Hobart Manufacturing Co., Troy, Ohio, 
after four years of exhaustive field 
testing from coast to coast. The free- 
standing unit, featuring four-stage 


cutting action, will dispose of all veg- 
etable trimmings, food wastes and ref- 
use without danger of jamming or 
damaging the machine. A new dual- 


Hobart Dispenser 


injection water distribution system 
prevents clogging of the lines, keeps 
the machine completely clean and 
odor-free. 

The Disposer is self-feeding, re- 
quiring only a touch of the hand to 
a neoprene curtain to allow accumu- 
lated trimmings to drop into the throat 
of the grinder. An exclusive delayed 
water-shutoff prevents the waste line 
from becoming stopped up because the 
machine is turned off before the line 
is clean. Water continues to enter the — 
machine until the motor has slowed 
down to 700 r.p.m., insuring proper 
flushing of the drain. 


The Hobart Manufacturing Company 
Troy, Ohio 


“Surgilope SP” Pack 
Protects Sutures 


A METHOD of packaging surgical su- 
tures in double plastic envelopes for 
easier handling and greater patient 
safety has been granted U.S. patent No. 
2917878 and has been adopted as a 
standard by the Armed Forces Medi- 
cal Material Coérdination Committee. 

The package was designed by Amer- 
ican Cyanamid Company’s Surgical 


(Continued on page 1 39) 
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NEW SUPPLIES 
(Begins on page 136) 
Products Division, which for the past 


year has been marketing its Davis & 
Geck sutures in sterile plastic. Under 


the trade name Surgilope SP, the en- 


velope-type container is being used by 
more than 350 hospitals across the 
country. 

Previously, surgical sutures were 
sealed in individual glass tubes and 
sold in large mason-like jars filled with 
a germicidal solution. This method of 


“Surgilope 


packaging had several disadvantages. 
The new package is made of a trans- 
parent laminated plastic film. The su- 
ture strand is coiled and wrapped in 
an identifying label and sealed in a 
~ small plastic envelope. This, in turn, 
is sealed within a larger transparent 
wrapper. A technique developed by 
Cyanamid enables the suture and inner 
envelope to be sterilized by gas under 
pressure. 

At the start of a surgical procedure, 
the operating room nurse strips back 
the outer envelope. The suture is re- 
moved from the inner envelope just 
prior to use, thus assuring sterility and 
enabling the package to be stored 
safely if it is not used. 


American Cyanamid Co. 
Surgical Products Div. 
30 Rockefeller Plaza 
New York 20, N.Y. 


Dunham-Bush 
Expands ‘’CR’” Line 


NEWEST in the complete line of Dun- 
ham-Bush “CR” heating-cooling units 
is the “CRVR” model with finished 
front for total recess and spacers for 
semi-recessed mounting. The new 


“CRVR” is available in four sizes: 220, 
1/30 H.P., 16-7/8 x 10 filter; 330, 
1/30 H.P., 16-7/8 x 10 filter; 450, 


1/20 H.P., 22-7/8 x 10 filter; and 600, 
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EACH A “MUST” ... and each a 


RELIAN cE 


Model 25-AA 
ALL-PURPOSE STRETCHER 


FOR: 3 FEATURES: 

Use in Emergency Rooms 3 11 inch hydraulic height a 
X-ray therapy treatment Positive four wheel brakes 

Minor surgery Conductive Rubber Tires are standard 


Examination < Conductive Cover optional at no additional cost 


‘Model 475-FB Foot-Operated Hydraulic Chair for 
-EENT and OUT-PATIENT Departments 


Superbly built; maintenance-free; rea- 
sonably priced. Easy to raise—space- 
saving, will accommodate all patients. 


¢ Single lever raises, lowers, and locks 
revolving action 


Fully adjustable head rest, extremely 
comfortable 


¢ Chair back reclines to any desired 
angle 


Base column in choice of colors, other 
parts chrome-plated 


¢ Matching or contrasting genuine 
leather upholstery 


Chair available as shown (or Model 
475-F without foot rest) 


Model No. 404 ANAESTHETIST’S STOOL 


Maximum comfort and convenience. Seat and back upholstered 
with conductive cover over thick rubber pad. Instantly adjust- 
able from 21” to 31”. Seat revolves freely. Base in brilliant 
chrome. Has conductive casters. Back rest may be adjusted for 
greater comfort. 
No. 406—upholstered in GENUINE LEATHER, regular casters. 
No. 400—without back rest, regular casters. 
See these and other mates at your authorized dealer, or write 
for brochures. 


rar 


Manufacturers since 1898 


KOENIGKRAMER CO. 
Dept. HP-6-60, 96 Caldwell Drive, Cincinnati 16, Ohio 


| | 
- 
a 
| 
: 
| 
| 
be 
; 
\ 
5 oh 
4 
% 
4 2 
& 


HOSPITAL 
Velva-Sheen 


with bactericide fights cross- 
infection by killing staphylococcus 
aureus where it dwells. 


LABORATORY HOSPITAL 
TESTED PROVEN 


© Non-toxic, residual, non-selective 
© Preserves effectiveness of conductive floors 
© Classified SAFE as to fire and slip hazards 

by Underwriters Laboratories 
© Beautifies and protects all hard surface floors 
Now in use by hospitals, schools and insti- 
tutions throughout the country. 


FREE srocnure 


SEND TODAY 


No obligation 


HOSPITAL Velva-Sheen is another 
market proven product manufactured by 


MAJESTIC WAX CO. 


the leader in Dust Control since 1925 1 


1600 Wynkoop, Denver 2, Colorado. 


Send brochure “HOW HOSPITAL Velva- 
a Sheen Can Help Fight Cross Infection’ 


NAME 


TITLE 


HOSPITAL 


ZONE 


CITY. STATE 


HP-6 


140 


(1/15 H.P., 33-7/8 x 10 filter. Motor 


speeds are 1050, 950 and 800 RPM. 
Cooling capacity with water coils, 
BTU/HR, for 220 is 5600 (total 
heat) and 3900 (sensible heat); for 
330, 8400 (total) and 6600 (sensi- 
ble); for 450, 13,200 (total) and 
9000 (sensible); for 600, 21,000 
(total) and 13,500 (sensible). Heat- 
ing capacities, BTU/HR are 16,500; 
25,400; 35,300; and 55,000. The 
Dunham-Bush “CRVR” is also avail- 
able with direct expansion coils in va- 
rious cooling and heating capacities. — 

The “CRVR” is designed for maxi- 
mum space saving in air conditioning 
areas and is highly desirable for offices, 
motels, hospitals, apartments, resi- 
dences and other installations where 
space is of major monetary considera- 
tion. “CRVR” features include indi- 
vidual room control, attractive appear- 
ance, quiet, reliable and economical 
operation, easy installation, filter con- 
trolled cleanliness. 

Complete specifications and details 
can be secured by requesting Bulletin 
6014: 


Dunham-Bush, Inc. 
West Hartford, Conn. 


Mouth Hygiene Tray 
An Aid to Patients 


PROPER MOUTH HYGIENE, without 
danger of cross infection, is facilitated 
by a new tray, developed by Meinecke 
for patients unable to cleanse their 
own teeth and gums. The complete 
unit includes a tip-proof Plexiglas base 
with labeled, replaceable 12-dram plas- 
tic vials (with covers) for mouth 
wash and saline solution, plus a 10- 
dram plastic container for cotton 
tipped applicators. Base dimensions: 


length 7”, width 214”. Total height 

3”. Vials may be chemically sterilized 

for reuse if desired. | 
Descriptive literature and prices 

available from: | 

Meinecke & Co., Inc. 


225 Varick St. 
New York 14, N.Y. 


Busse Disposable 
Gloves Inexpensive 


NEW INEXPENSIVE (three and one- 
half cents each) plastic gloves are now 
available from. Busse Plastics Co. These 
thin, strong gloves made of acid resis- 
tant poly are prepowdered to be 
slipped on easily. They have fine 
welded edge seams and are exceedingly 
thin. In the hospital they eliminate the 
need to reprocess rubber gloves and 
save repeated wash-ups. 

Poly gloves are recommended for 
use in changing infectious dressings; 
for rectal and pelvic examinations; to 
handle isolation cases; for the nursery, 
mortuary and housekeeping depart- 
ment. Samples are available from: 


Busse Plastics Co. 
64 E. 8th Street 
New York 3, N.Y. 


Kodak Announces 
New Print Material 


COMMERCIAL-QUALITY color projec- 
tion prints from new, faster motion 
picture camera films have become feas- 
ible with the introduction of a new 
material, Ektachrome Reversal Print 
Film, Type 7386 (16mm) and Type 
5386 (35mm). 

The new print film was developed 
especially for producing high-quality 
projection prints from Eastman (or 
Kodak) Ektachrome ER Films (Day- 


Meinecke Mouth Hygiene Tray 
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More Vitamin C than in Fresh 
or Frozen Orange Juice! 


COCALO” 


ORANGE BREAKFAST DRINK 
GRANULES 


DELUXE INSTANT 
ORANGE 


GRANULES 


Each 4-0z. serving contains more 
than 70 milligrams of Vitamin C, .-° 
Nothing to add but water 

/ High Nutrition—Low Acidity 
So easy to prepare! A 2-lb. 


vacuum-packed tin of the 


new Lasco Orange Break- And Your Old Favorites 
fast Drink Granules 


and 2 om of water » DELUXE 
k our-ounce 
« deli- LGACO FROT HY 


cious, nutritious GRANU LES 


and economical! 


<-in 15 delicious flavors (Orange, 
e Lemon, Lime, Grape, Pink Lemon, 


WRITE e° Fruit Punch, Orange Pineapple, etc.). 
¢ An 8-oz. serving contains 30 milligrams 
fer complete .° of Vitamin C (and 4000 U.S.P. Units of 


Vitamin A in some flavors). The 10-oz. jar 
* makes 7 gallons of beverage for less than 
2¢an 8-oz. glass! 


ALLEN FOODS, INC. 


‘How much 


for 
depreciation? 


Although costs of reproduction of hospitals vary widely, let us 


assume the following data: 


Present cost of hospital facilities, per bed............$20,000 
Weighted average life of buildings and equipment. . . .40 years 


Under these hypothetical conditions, the proper depreciation 


_charge would be $1.50 per patient per day—not an insignificant 


element of hospital costs! 


Are you uncertain about your depreciation estimates? American 
Appraisal Service can establish and perpetuate the depreciation 
base and the normal useful lives, by items or by classifications of 
property, to determine and support this important element of costs. 


; SINCE 1896...LEADER IN PROPERTY VALUATION 
The 


AMERICAN APPRAISAL 


Top Versatility With 
Manual Operation Economy 


Hospital or domestic spring heights obtainable 
with folding type, single crank. Head or foot end 
may be raised or lowered separately. Ultra-Vari- 
able, 2-crank spring bottom adjusts to Trendelen- 
burg or Fowler positions. Rugged quality, superior - 
finishes assure years of trouble-free service. Eco- 
nomical original cost. 

For Complete Detail and 

Names of Dealers In Your 


Territory, Write: 
CONTRACT DEPT. 


759 S. Washtenaw Ave., Chicago 12, Ill. 
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NO LONGER 
NECESSARY 


TO RUIN YOUR 
BLANKETS BY 
WASHING THEM 


IN HIGH 
TEMPERATURE 
WATER 
IN ORDER 


Eacluswe antiseptic treatment 

that motes this blanket resistant 

fo germs and bactena, through 
washing alter washing 


CHATHAM ¢ NORTH STAR 
KENWOOD BLANKETS 
Contract Division 


TO KILL 
GERMS! 


CHATHAM MANUFACTURING 
COMPANY 
111 WEST 40th STREET 
NEW YORK 18, N. Y. 
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light Type, E.I. 160, Tungsten Types, 
EJ. 125) which were released a few 
months ago. 

In effect, the new material “closes 
the loop” for producers for industrial, 
educational, commercial and instru- 
mentation motion pictures, making it 
possible to view quality color prints 
of footage shot on new, faster color 
reversal films—within a few hours of 
shooting. ‘In addition, the original is 
protected from any possible damage in 
projection. 

The new Ektachrome Reversal Print 
Film, through its inherent compatibil- 


ity with new, faster camera films, pro- 
duces prints having excellent color 
quality and definition. © 


Eastman Kodak Co. 


Rochester 4, N.Y. 


NCG Announces 
Emergency Cart 


AN EMERGENCY CART that enables a 


nurse to supply oxygen, suction or air 
more quickly to a patient before the 
arrival of a therapist or doctor is an- 
nounced by the National Cylinder Gas 
Division of Chemetron Corporation. 
The unit is a rubber-wheeled metal 


NOW 
vou 
SEE 'EMI! 


Style C316MC 
Tie vest with 
mitten cuffs 


Style C791 
Shorty gown with 
mitten cuffs 


142. 


MAGIC RUBENS MITTEN-CUFFS 
SAVE BABY FROM SCRATCHES 


© protect the infant 


® make identification easier 


You can order every Rubens gown and shirt 
with popular mitten-cuffs...PLUS all of the 
other Rubens hospital-approved features... 
finest combed cotton yarn, extra-strength 
shoulder seams and precise sizing. 

Sold only through hospital supply houses 


Rubens & Marbie, inc. 2330-2360 N. Racine Ave. Chicago 14, Ill. 
New York Saies Office « 71 W. 36th Street « New York, N.Y. 


NOW 
you 
DON’T! 


Style ED—Rubens Stay-Up 
Knit Diapers. Fluffy 
soft, extra 
absorbent. One 
size, fits all 

babies. 


IF YOU WANT THE 
BEST...BUY RUBENS 


table with drawer. It is equipped with 
an oxygen regulator, a fast-starting and 
pOsitive-action pump providing com- 
pressed air or suction, an oxygen regu- 


NCG Emergency Cart 


lator and yoke headers equipped with 
check valves so that “E” cylinders may 
be replaced during use. 

The NCG “Ox-Cart,” as it is named, 
can be loaded with such administrative 
equipment as resuscitators, masks, face 
tents, tubing, humidifiers and _nebu- 
lizers. Apparatus plugged into outlets 
on the cart may be transferred imme- 
diately to wall outlets so that the NCG 
Ox-Cart may be returned to its station 
for other emergencies. | 


National Cylinder Gas Division 
of Chemetron Corporation 
840 N. Michigan Ave. 
Chicago 11, IIl. 


Eye-Hand Appeal Marks 
Remington Typewriter 


A NEW CONCEPT in typewriter styling 
scientifically designed for maximum 
appeal to the eye and hand of the 
operator as well as exclusive operating 
features are credited to the new Rem- 
ington Standard Typewriter, according 
to an announcement by A. J. Weitzel, 
general sales manager, Typewriter- 
Supplies Division of Remington Rand, 
Division of Sperry Rand Corp. 

In addition to its marked change 
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but only one 


Ident-A-Band 


Registered trade-mark of 


HolLliste R 


833 N. ORLEANS ST... CHICAGO 10. ILLINOIS 


J. B. LIPPINCOTT COMPANY, 


PUBLISHERS SINCE 1792, 


INVITES YOUR INQUIRIES ABOUT 


THEIR FULL LIST OF 
PROFESSIONAL BOOKS AND | 
JOURNALS GEARED TO THE 
LATEST AND MOST IMPORTANT 
TRENDS IN ALL BRANCHES 
MEDICINE AND ITS 
ALLIED SCIENCES. THESE 
PUBLICATIONS, WRITTEN AND 
EDITED BY MEN AND WOMEN 
ACTIVE IN BOTH CLINICAL 
FIELDS AND TEACHING, ARE A 
CONTINUATION OF MANY 
YEARS OF TRADITIONALLY 
SIGNIFICANT PUBLISHING. 


Lippincott Company. 
East Washington Square 
7 Philadelphia 5, Pennsylvan a 


in over-all appearance, the new Rem- 
ington Standard offers an improved 
“responsive touch” which makes it 
easier and smoother to operate than 
any previous non-electric typewriter. 

The new machine is available in a 
wider variety of pastel colors than has 
ever been offered before and special 
colors can be provided at additional 
cost. 

More than 100 type styles are avail- 
able with the new typewriter. An In- 
terchangeable Type bar can be in- 


Remington Typewriter 


cluded on the machine, permitting the 
use of special technical typefaces or 


company trademark symbols; addi- 


tional bars equipped to handle Inter- 


changeable Type are optional. 


Introduction of the new machine re- 
flects the continuing importance of 
the standard typewriter in many offices 
across the country, despite the acceler- 
ating trend toward electric typing. The 
development dollars invested in this 
product are amply justified, the com- 
pany pointed out, as long as there re- 


mains a place in modern business for 


all three kinds of typewriter—stand- 
ard, noiseless and electric. Where a 
given typing station calls for the use 
of a standard, Remington can now pro- 
vide a machine capable of delivering 
the highest possible performance in 
that class. 3 
Remington Rand 
Div. of Sperry Rand Corp. 
315 Park Ave. South : 
New York 10, N.Y. 


Drain Pipe Opener 
Available as Liquid 


BINGO DRAIN Pipe Opener, an institu- 
tional standby for many years, is now 


W. A. OLIFF, Assistant Administrator 
House of Calvary Hospital 
New York, New York 


“Paper Service Reduces 


Our Kitchen — 


Statf Time Up to 20%” 


House of Calvary Hospital is dedi- 
cated to intensive nursing care for the 
poor with terminal cancer regardless - 
of race, creed, or color. Dependent on 
voluntary contributions for its opera- 
tion, it makes every penny count. 


Hot water was inadequate for sani- 
tizing, so all-paper food service was 
adopted a year ago. The change did 
more than save capital outlays for 
dishes and dishwashers. 


The choice of sizes and the light weight 
of all-paper service simplified han- 
dling for the older patients. Floor pan- 
tries are more quiet. Kitchen personnel 
also finish sooner, and up to 20% of 
kitchen staff time is saved. 

The hospital feels, too, that paper has 
helped to extend its long record of no 
cross infection. 


SEND 25¢ FOR FACTFUL BOOK 


Sixty pages of helpful information on 
all phases of food 
service. Complete 
with cost studies and 
|| case histories of 
PAPER 
ick rom hundreds of ~ 
FOOD mm restaurants and 
institutions. Send 


—_—_ 25¢ in coin to: 


Paper Cup and Container. Institute, Inc. 
250 Park Avenue, New York 17,N. Y. 
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“POWDETTE”® 
GLOVE POWDER PACKETS 


IN COUNTER TOP PACKAGE 


Here’s the convenient ‘““POWDETTE” counter- 
top box, good-looking enough to leave in 
lain pret. Help yourself to one or a hand- 
ul of packets of this soft, smooth, fluffy 
starch powder that is safe for surgical use— 
laboratory tested. Each sealed packet con- 
tains more than 112 grams of powder that 
has been specially formulated to lubricate 
surgical gloves. 
Compare the price. Ask your supply dealer 
to order ° trial box so that you can compare 
the quality. Samples upon request. 


1728 PACKETS $18.50* 


if your dealer cannot supply, order 
direct, giving your dealer's name. 


DUXE PRODUCTS 


MEDICAL-DENTAL SPECIALTIES 
P. O. Box 1192 © Cincinnati 1, Ohio 
*Suggested Hospital Price. List Price $23.05 


| 
| 


BIG D DEODORANT 


Powerful—Economical— 
Harmless For Hospitals, 
Schools, Institutions 


For Hospital Rooms 
— one bottle de- 
odorizes a room of 
cancer, gangrene, 
burn odors for 
from 4 to 10 weeks. 


For Hospital Kitch- 
ens — one botttle 
keeps food odor 
from permeating 
throughout the 
building. 
Urology—one drop 
will hold bed pan 
odorless for 4-5 
hours after use. 


INSTITUTIONAL 


SUPPLY COMPANY 
71-73 Murray St. New York, N.Y. 
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available in liquid form. This an- 
nouncement was recently made by the 
manufacturer, Huntington Laboratories 
Inc., Huntington, Ind. 

New Liquid Bingo Drain Pipe 
Opener is expected to provide greater 
effectiveness and handling ease for the 
user. The compound quickly dislodges 
slime, grease, hair, coffee grounds and 
other trouble-makers from pipes and 
plumbing fixtures. For convenience, 
Liquid Bingo is packed in a non- 
breakable plastic bottle which is re- 
usable. | 

Safety as well as speed is provided 
in this drain pipe opener. Bingo will 
not damage glass, metal or porcelain 


when used as directed. For more in- 


formation about Liquid Bingo Drain 

Pipe Opener and the complete Hunt- 

ington line, write to: 

Huntington Laboratories Inc. 
Huntington, Ind. 


New Sterilizer 
Paper Offered 


PRO-TEX-WRAP, a creped, embossed 


paper for sterilization, has been intro- 


duced by the Pro-Tex-Mor Medical Di- 
vision of Central States Paper and 
Bag Co., St. Louis. The special wet- 
strength paper comes in nine-inch di- 
ameter rolls, 12, 24 and 36 inches 
wide, for mounting on a paper cutter. 
Any size sheet can be quickly cut off 
as needed, to wrap instruments, sy- 
ringes, gloves, pans, etc. 

Pro-Tex-Wrap is fast and economi- 
cal to use, eliminating the need of 
stocking many sizes of cut sheets of 
sterilizer papér. It also conserves stor- 
age space. One roll will take the place 
of a dozen different sized cartons of 
cut paper. Where two widths of Pro- 
Tex-Wrap are desired, such as a 12 
inch and 24-inch roll, the paper cutters 
can be stacked one above the other, re- 
quiring minimum space. 
Central States Paper Bag Co. 

5221 Natural Bridge Ave., 

St. Louis 15, Mo. 


Armour Pharmaceutical Co. 
Introduces Chymoral 


AN ORAL SYSTEMIC anti-inflammatory 
enzyme tablet formulated especially 
for intestinal absorption has been in- 
troduced by Armour Pharmaceutical 
Company. 

Named Chymoral, the product is 
indicated in all conditions where in- 
flammation and swelling are present. 
Chymoral speeds reduction of hema- 
toma and edema in injuries, reduces 


pain and speeds wound healing. It 
may be used in conjunction with other 
medications. 

Chymoral is an enteric coated tab- 
let containing both trypsin and chymo- 
trypsin. The product is the newest 
form of chymotrypsin which is al- 
ready available in parenteral and buc- 
cal form and as an ointment. _ 

' A prescription product, Chymoral is 
supplied in bottles of 48 tablets. The 


initial dosage is two tablets four times 


a day, and one tablet four times a day 
for maintenance. The tablets may be 
used alone or as a supplement to par- 
enteral Chymar, depending on the se- 
verity and duration of the inflamma- 
tory condition. 


Armour Pharmaceutical Co. 
Chicago 90, Ill. 


Receptacle Offers 
Novel Features 


WOODLETS INC., has released a profes- 
sional model waste receptacle with out- 


standing patented innovations. Trade 


named AIR*SAN, this smooth, foot-op- 
erating receptacle, with patented Magi- 
Close, features completely noiseless 
closing. An individual “Ozium” san- 
itizing spray dispenser is built into 
each AIR*SAN. Unwanted odors are 
eliminated with push-button speed. 
The rust-proof EPON-coated removable 
liner is stain-proof and impervious to 
most chemicals and alkalis. 
Beautifully streamlined and finished 
in gleaming white with chrome top or 
the new popular Silvertone, it is de- 
signed to harmonize with most fur- 
nishings and equipment—size 1114” 
x 11” x 19”. AIR*SAN will be sold 
only through supply companies and is 
not being made available through reg- 
ular retail store outlets. Catalog sheets 
and price lists are available from: 


Woodlets, Inc. 
2048 Niagara Street 
Buffalo 7, N.Y. 


Mobile Cafeteria 
Speedy, Versatile 


A COMPLETELY MOBILE “cafeteria on 
wheels” is now available from W. H. 
Frick, Inc., to give the utmost in flex- 
ibility and sanitation to food service. 
These well designed mobile units are 
easy to move, easy to clean, of stainless — 
steel construction and can be rolled 
quickly wherever needed and in any 
combination of units to fit special ofr 
seasonal requirements. 

It is now possible to transform a 
study hall, gymnasium, convention 
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hall or meeting room into a cafeteria 
in less than an hour with service 
equipment on wheels from W. H. 
Frick, Inc. Clean up is easy, fast. Ev- 
erything moves out of the way. Floors 
can be mopped without stooping. 
Units can be sanitized completely. 
There are no crevices to catch spill- 
overs, no unreachable corners. 
Components inter-lock to become a 
complete Mobile Cafeteria system with 
units available for hot foods, chilled 
foods, baked goods, beverages, cups 
and glasses, and cashiers. All units 
are made with stainless steel exterior 
for lifetime beauty and wear. Com- 
ponents may be purchased separately 
or as a complete system. For addi- 
tional information, write to: 
W. H. Frick, Inc. 


704 Citizens Bldg. 
Cleveland 14, Ohio 


Blank Improves 
Vinyl Lines 


A PROJECT that is expected to have 
important effects on trends in interior 
designing has just been completed by 
Frederic Blank & Co., Inc., New York. 
The project involved the development 
of a wide variety of new print designs, 
colors and textures to give fresh style 
and beauty to vinyl wall coverings. 
Because of the durability of vinyls the 
project had as a key objective new de- 
signs that would continue to be in 
fashion and reflect good taste year after 
year. 

The new decorative effects are now 
available in the company’s three lines 
of vinyl wall coverings: standard-duty 
“Fabron,” heavy-duty “Permon” and 
super-duty “Permon.” They double the 
variety of designs in which the three 
types of vinyl wall coverings are made 
and are reported to provide the widest 
decorative choice ever offered in vinyls. 

“Of special importance from a main- 
tenance viewpoint are the easily 
cleaned textures resulting from our 
modern embossing techniques that as- 
sure refreshing beauty over the years,” 
according to Mr. Frank J. Blank, 
president. 

Samples and descriptive literature 
may be obtained by writing to: 
Dept. R-L, Frederic Blank & Co., Inc. 


295 Fifth Avenue 
New York 16, N.Y. 


Spray Disinfectant 
Offers Convenience 


THE COLGATE-PALMOLIVE CO., an- 
—founces the introduction of Colgate 


JUNE, 1960 


Don’t Mop Hospital Floors 
with Dollar Bills! 


Save money-— save time 
with flexible, efficient 


GEERPRES Mopping Outfits 


If you’re not using a GEERPRES mopping 
outfit, floor cleaning is probably costing you 
more than you think. Only GEERPRES has 
the design features and rugged construction 
to save costly labor time, give maximum 
service life. 


Wringers give you powerful, uniform 
squeezing action—wring mops dry, quickly, 
easily, smoothly, in single operation. Pat- 
ented design keeps splash and spray off 

cleaned floors. Electroplated wringers, . 
galvanized buckets end rust—last for years. 
Mops last longer because wringers cannot 
twist, tear, tangle. Ask your jobber or write 

for catalog. 


FLOOR-KING WRINGER, 


MOPPING OUTFIT 
FOR MOPS TO 36-OZ. P.O. BOX 658 MUSKEGON, MICH. 


HOSPITALS COAST to COAST 
SOLVE PARKING LOT PROBLEMS 
with WESTERN PARKING GATES! 


Two-gate system. Key-in. 
Free-out. Bethany Hospital, 
Kansas City, Kansas. 


William Beaumont Hospital | 
Royal Oak, Michigan 
Baptist Hospital 
Pensacola, Florida 
Bethany Hospital 
Kansas City, Kansas 
Bishop Clarkson Hospital 
Omaha, Nebraska 
Children's Hospital of Buffalo 
Buffalo, New York 
College of Medical Evangelists 
Los Angeles, California 
Evanston Hospital 
Evanston, Illinois 
Hillcrest Hospital 
More and more hospitals throughout the U.S. are Were, Texas 

P y Cross Hospital 
using WESTERN PARKING GATES to assure adequate Chicago, illinois 
facilities for staff parking. Controlled admission as- Good Samaritan Hospital 


| sures authorized space use any time of night or day—  _— Cincinnati, Ohio 


keeps visitors, delivery vehicles and neighborhood 


parkers out. Variety of card, coin and key operated i g,,gnon Hospital 


systems available to meet specific needs. New York, New York 
Send for free 40-page manual containing 
descriptions and illustrations of parking lot plans. Saint Cloud Hospital 


Saint Cloud, Minnesota 


WESTERN 


Electric Parking Gate Division 
2740 West 36th Place, Chicago 32, Illinois Woman's Hospital 
Canada: Cameron, Grant Inc., 465 St. John St. Montreal 1, Quebec Cleveland, Ohio 9128 
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Hospital Linens 


JAMES G. HARDY & CO. INC. 


11 EAST 26th STREET, NEW YORK 10, N. Y. 


A CHECK LIST 


for NURSING SERVICE 
POLICY MANUALS 


by Sister Jeanne Marie, S.C.S.C. 


Here’s a most complete guide for the 
Nursing Service Policy Committee in pre- 
paring or improving a manual to more 
fully explain administrative nursing serv- 


ice policies in your hospital. 


Take a step UP—to improved patient 
care. Order copies for each committee 


member today. 


‘3 for $1; 10 for $3; 25 for $7.50 


Publication Dept. 


The Catholic Hospital | 
Association 


1438 So. Grand e@ St. Louis 4, Mo. 


Spot Disinfectant Spray with Perma- 
chem which kills, on contact, most 
bacteria — including Staphylococcus 
aureus—and fungi that can cause in- 
fection, odors and decay. 

The new spray has been prepared 
for use in hospitals, institutions, man- 
ufacturing plants and public places. 
Studies show that Colgate Spot Disin- 


fectant Spray kills on contact: 1. Staph-. 


ylococcus aureus, a gram positive 
type bacteria. 2. Salmonella cholerae- 
suis, a gram negative type bacteria. 3. 
Trichophyton interdigitale fungus. In 
addition, it provides long-lasting. anti- 
septic effectiveness, helps prevent the 
spread of disease causing germs, and 
makes possible on-the-spot readiness 
for emergency disinfection. | 

Generally the new product may be 
used to kill most bacteria that cause 
offensive sick-room odors and most 
bacteria that lurk in waste receptacles. 
It also may be used to prevent mildew 
and to inhibit the growth of bacteria 
and fungus on mattresses, bedding, up- 
holstery, toilets and bedpans. 

The active ingredients of Perma- 
chem are tributyl tin oxide, dialkyl di- 


methyl ammonium chloride and sali- 


cylic acid. Colgate Spot Disinfectant 
Spray is available in one-pound con- 
tainers only, packed 12 to the case. 


Colgate-Palmolive Co. 
300 Park Avenue 
New York 22, N.Y. 


3-M Scouring Pad 
Made of Nylon 


A NEW SCOURING PAD that cannot rust 
or splinter has been announced by 


3-M Scouring Pads 


Minnesota Mining and Manufacturing 


Co. Called “Scotch-Brite” brand Com. 
mercial Scouring Pad, the product js 
made of non-woven nylon that can 
be rinsed out and used time after time. 

Because of the pad’s toughness, there 
is little danger of particles getting into 
food or equipment; and scouring js 
not a problem because the pad is 
easily rinsed. A scouring medium built 
into the pad cannot wash out, and is 
not affected by hot water, most sol- 
vents or detergents. © 

Each “Scotch-Brite” pad is large 
enough to be folded to provide addi- 
tional grab-ability for extra-tough 
scouring jobs, and for getting into 
corners and areas that are often inac- 
cessible with other types of scouring 
products. The pad, approximately 6” 
x 9” and packed 10 to a box, is avail- 
able nationally through regular com- 
mercial food preparation suppliers. 
For further information write to: 
Minnesota Mining & Mfg. Co. 

Dept. F10-171 


900 Bush Ave. | 
St. Paul 6, Minn. 


Carbocaine Called. Big 
Advance in Anesthetics 


A POTENT NEW local anesthetic, de- 


scribed as a marked advance in its field 


following extensive pharmacologic 
and clinical studies over the past three 
years in the United States, Sweden, 
Denmark, Germany and other coun- 
tries, has been made available to the 
medical profession in this country. The 
new anesthetic agent, called Carbo- 


caine, is a product of Winthrop Lab- 


oratories. 

It has a number of advantages as a 
local anesthetic, chiefly its wide use- 
fulness, high potency, safety and suit- 
ability for use without epinephrine, 
the vasoconstrictor. An outstanding 
advantage is the rapid onset of anes- 
thesia after Carbocaine has been in- 
jected, resulting in the satisfactory 
deep desensitization desired by physi- 
cians for many operative procedures. 
Another advantage cited by Winthrop 
is its long duration of anesthesia. 

It was found safe and effective for 
many patients deemed bad risks due to 
cardiac disease, diabetes with cardiac 
complications, epilepsy, and other se- 
rious diseases, for whom other local 
anesthetics might have been contra- 
indicated. There are no known con- 
traindications to Carbocaine’s use. 

Carbocaine has also been found to 
be extremely stable, enabling solutions 
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to be autoclaved repeatedly or stored 
for long periods without danger of 
decomposition. 

Winthrop Laboratories 


1450 Broadway 
New York 18, N.Y. 


| 2 Suppliers’ Notes 


Aatell & Jones, Inc. 


Warren C. Nybo has been ap- 
pointed sales representative in Chicago 
for Aatell & Jones, Inc., Philadelphia, 


- national. manufacturers of paper table 


appointments, it was announced by 
Albert Jacquot, III, manager of Sales 
for AaJo. 


Nybo joins Aatell & Jones with a 
wide background. in sales at both the 


retail and industrial levels. A life-long — 


resident of Chicago, he has also held 
administrative posts directly associated 
with product sales. He will handle the 
Chicago area through Aatell & Jones’ 
Chicago office at 4754 Washington 
Blvd., Chicago, and at 7242 “Jackson 
Blvd., Forest Park, Ill. 


_H. W. Baker Linen Co. 
M. S. Hymans, president of H. W. 


Baker Linen Co., has announced the 


appointment of Herbert M. Hanson | 
the Company's new representative 


for the territory of northern Ohio, 
northern Indiana, and the state of 
Michigan. He will have his headquart- 
ers in Cleveland. 

A graduate of New York University, 
Hanson most recently held the posi- 
tion of sales manager in the Mexico 
City Branch of the Hobart Manufac- 
turing Company. Prior to this assign- 
ment, he was associated with The 
Texas Company in both their foreign 
and domestic sales division. 


S. Blickman, Inc. 


The appointment of Leo Curran as 
district representative of S. Blickman, 
Inc., Weehawken, N.J., has been an- 
nounced by Ted Anker, Hospital Divi- 


sion sales manager. Blickman is a lead- 


ing manufacturer of hospital and food 
service equipment and _ casework. 
Maintaining his headquarters at 620 
Commonwealth Avenue, Boston, Mass., 
Mr. Curran will cover the entire New 
England area. In addition to servicing 
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dealers in the area, Mr. Curran will be | 


available for consultation with hospi- 


tals that have problems. concerning 


equipment. 


Massillon Rubber Co. 


Herbert P. Croxton has announced 
his retirement as president of Massil- 
lon Rubber Company for health rea- 
sons. He will continue in an advisory 
Capacity, particularly in engineering 
matters. The election of Robert E. 
Rummage, former executive vice- 
president and secretary, to succeed Mr. 
Croxton was announced by Massillon’s 
board of directors. Other officers an- 
nounced by the board are: Walter P. 
Long, vice-president; Erwin G. 
Kuchel, treasurer; Bushnell Fuller- 
ton, secretary, and Miss Mary Nor- 
ton Burgess, newly elected as assistant 
secretary. 

Mr. Kuchel is vice-president and 
treasurer of American Hospital Supply 
Corporation, of which Massillon is a 
wholly owned subsidiary. Mr. Fuller- 


ton is assistant secretary of the parent 


company. Mr. Croxton’s career with 
Massillon has spanned 32 years. He 
first served as secretary-treasurer, then 
became president in 1958. Mr. Rum- 
mage joined Massillon in 1957 as vice- 
president in charge of sales. 


Will Ross, Inc. 


Douglass W. Richter has _been 
named divisional sales manager for its 
new West Central Division, Will Ross, 


Inc., has announced. Mr. Richter, 
3335 S. Ash Street, Denver, has been 


Colorado for the Com- 


pany. 


Wyeth Laboratories — 
The appointment of Dr. Howard 


Tint, Havertown, Pa., as director of 
product development for Wyeth Lab- 
oratories has been announced by 
Charles J. Kern, vice-president in 
charge of research and development. 
In-his new position, Dr. Tint is re- 
sponsible for the administration and 
activities of the company’s pharmaceu- 
tical and biological development lab- 
oratories pilot plant and fine chemical 
sections. 


Dr. Tint has been scent with | 


the pharmaceutical manufacturing firm 
since 1945, serving most recently as 
director of the biological laboratory 


_ section. 


( CONDUCTIVE ) 
CompleteV-LOK Inflation 


System assures greater 
safety inOperating Rooms. 
Every component is Con- 
ductive — the bag, tubing, 
bulb, valve, and the Con- 
ductive V-LOK Cuff itself. 
All are thoroughly tested 
and approved SAFE. 
FORGREATER SAFETY, stand- 
ardize on the CONDUC- 
TIVE Complete V-LOK 
Inflation System for every 
anesthetizing area. 
FOR GREATER UNIFORMITY 
AND EFFICIENCY in blood- 
pressure measurement 
.. standardize on the 
Baumanometer. One or 
more Models fit the needs 
of every department. 
The STANDBY...versatile floor 
Model for OR, wards, 
clinic—anywhere in the 
hospital. 
The WALL Medel...best for 
Recovery Rooms, Blood 
Bank, and any central ex- 
amining place. 
300 MODEL... portable case 
instrument can be en- 
graved with department 
and floor number. 
3250 MODEL... designed for 
use by anesthesiologists. 


for 


Every Model of the 
Baumanometer is a true 
mercury-gravity instru- 
ment, the standard by 
which all other types are 
checked for accuracy. 
Every Baumanometer is 
guaranteed against glass 
breakage; guaranteed to 
be scientifically accurate 
and to remain so. 


YOuR REGULAR BAUMANOMETER 
DEALER CAN SUPPLY 


= 


W. A. BAUM CO., INC. 
COPIAGUE, L. I, N.Y. 
Since 1916 Originator 
and Maker of Bloodpressure 
Apparatus Exclusively 


= 
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